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MAIL ORDERS TO 


J. A. MAJORS COMPANY 
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TULANE UNIVERSITY 


SCHOOL OF MEDICINE 
DIVISION OF GRADUATE MEDICINE 


Basic Science as applied to Orthopedics 
Five months, beginning September 6th 


Tropical Medicine and Public Health, 
leading to the degree of Master of 
Public Health and Master of Public 
Health (Tropical Medicine), Nine 
months, beginning September 20th 


Postgraduate Medical Trainee 


An informal program of study for practicing 
physicians in clinical departments of Tulane 
University School of Medicine for periods of 
from one week to one year. 


For detailed information write 


DIRECTOR 


1430 Tulane Avenue New Orleans 12, La. 
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‘fora balanced program of 
parenteral nutrition... 


all the advantages of 


TRAVERT 10% iniusion time, with nerease 


-in fluid volume . . . a greater protein- : 
sparing action as compared. to dextrose 2 
.. Maintenance of hepatic function 
: 
replacement of | 
Modified Ducdenol Solution #00 60466 610) bol - = 
electrolytes and : Travert 107;-Elecolyte No.2 | 570/250] soo 50] hoy 
Trovert 10%-Blectrolyte No.3 | 630/175 1505] | 10% | Any 

correction of Dorrow's 121.0)350| ~ 10 of - 

M/6 Sodium r-Loctate 1670} - |1670) ~ -| - 

2 3 Travert - ~ — |Travert 10% | Any 

Chloride 0.3%, in Water 1 | 
acidosis -|- \-| — |Travert 10% | Any 
| Normel Solin 
Wallet cardsfavailable on request 
BAXTER LABORATORIES, INC. 

Morton Grove, illinois Cleveiand, Mississippi 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES {except in the city of Ei tor, Texas} THROUGH q 
AMERICAN HOSPITAL SUPPLY CORPORATION : 
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Still More Clinical Research Proving the Value of 


Roncovite 


in anemia therapy — 


The rapidly expanding volume of clinical research SUPPLIED 


continues to prove the effectiveness and safety of RONCOVITE TABLETS 


Each enteric coated, red tablet con- 
tains: 


Cobalt chloride 


Roncovite in the common forms of anemia.* These 
clinical studies of the effect of cobalt-iron have pro- 


duced gratifying results in several types of anemia. 


iron deficiency anemia RONCOVITE DROPS 
AREAS OF 


CLINICAL STUDY 
INCLUDE: anemia in pregnancy 


Each 0.6 cc. (10 drops) provides: 


Cobalt chloride.......... 40 mg. 
(Cobalt... .9.9 mg.) 


Ferrous sulfate........... 75 mg. 


anemia in chronic infection 


anemia in infants and prematures 


Cobalt in therapeutic dosage exerts a specific erythro- 
poietic effect on the bone marrow. Roncovite provides 
the supplemental iron to meet the need of the resulting 
accelerated hemoglobin formation. 

DOSAGE 


One tablet after each meal and at 
bedtime; 0.6 cc. (10 drops) in water, 
milk, fruit or vegetable juice once 
daily for infants and children. 


—and from 1954 clinical reports 


“We agree with Waltner (1930) and Virdis (1952) 
that iron should be given together with cobalt to obtain 
the most satisfactory results,” 


“Evidence suggests that iron and cobalt provide the R 
most effective hematinic for pregnant women.” onc ovite 
The original, clinically proved, 
"The babies were closely observed daily for ill effects of cobalt-iron product. 
the medication while at the premature unit and when 
they returned for check-ups. None of them showed 


harmful effects despite the large doses.’’ 


i 


*Bibliography of 192 references available on request. 


. Coles, B.L., and James, U.: The Effect of Cobalt and Iron Salts on the 
Anaemia of Prematurity, Arch. Disease in Childhood 29:85 (1954). 


2. Holly, R.G.: The Value of Iron Therapy in Pregnancy, Journal-Lancet 
74:211 (June) 1954. 


3. Quilligan, J.J., Jr.: Effect of a Cobalt-Iron Mixture on the Anemia of 
Prematurity, Texas St. J. Med. 50:294 (May) 1954. 
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Solution - Tablets 


FOR EDEMA 
due to 


cardiovascular By a dual action on the kidneys which both increases the volume 


and renal of the glomerular filtrate and diminishes tubular resorption, 
insufficiency, Salyrgan-Theophylline rapidly produces copious diuresis. 


as well as The response to Salyrgan-Theophylline solution 


hepatic does not “wear out” so that doses may 
cirrhosis usually be repeated as required, 
without loss of efficiency. 


With Salyrgan-Theophylline tablets taken orally, patients 
appreciate the gradual, non-flooding diuresis 
on and the greater convenience. Salyrgan-Theophylline tablets 
wintnase “can successfully decrease the patient's burden... 
either by decreasing the need for frequent mercurial injections 


or by actually replacing the injections entirely.” 


Abramson, Julius, Bresnick, Elliott, 


and Sapienza, P. L.: e 
New England Jour. Med., ra ae 
243:44, July 13, 1950. . 


NEW YORK 18, N.Y. WINDSOR, ONT. 


j 
i 
P—PRAIN 
EDEMA | 
éSALYRGAN- 
— 
COUNCIL OW 
H | 
| 
| 
| 
| 
| 
| 
| 


SOUTHERN MEDICAL JOURNAL August 1954 


Run of pertemsionsns 


mannitol hexanitrate exerts 
vasodilator action and 
persistent relaxation of 
smooth muscle 


New and Nonofficial Remedies: A.M.A. Council on 
‘ ey and Chemistry, J. B. Lippincott, p. 243, 1953.. 


"Safely 


fewer side effects 
with mannitol hexanitrate 
. greater percentage fall 
in blood pressure 


N. Y. Physician 31:20 (Jan.) 1949. 


Economically 
combined medication 
that provides simultaneously: 
vasodilatation (mannitol hexanitrate) 
.diuresis (theophylline) 


sedation (phenobarbital) 
capillary protection (ascorbic acid + rutin) 


BRINGS THE PRESSURE DOWN SLOWLY 


Complete Medication for the Hypertensive 


Each Semhyten Capsule contains: Phenobarbital 14 gr.(15 mg.) 
Mannitol Hexanitrate..42 gr. (30mg.) Rutin 10 mg. 
Theophylline .. ..... 142 gr. (0.1 Gm.) Ascorbic Acid 15 mg. 


Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company - Bristol, Tennessee 
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the pioneer in hormone research and manufacture 


Progress in Hormone Therapy 


Clinical 
Investigation* 


Chemical 
Research* 


a testosterone 


estradiol 
progesterone 


widened 
clinical use 


increased 
production 


substantial 


savingson 
parenterals 


* Approximately 400 clinical reports on the 
use of Schering ethical products were pub- 
lished in scientific periodicals during 1953. 
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For every woman presenting classic menopausal hot flushes, 
who exhibits symptoms which are equally distressing but less clea 
example, insomnia, easy fatigability, hh 
declining ovarian function 


there is another 
rly defined. For 
be symptoms of 


t only prompt symptomatic relief but 
also imparts a gratifying “Sense of well-being.” It has no odor... 
imparts no odor. “Premarin” 


® estrogenic substances ( water-soluble), also known 
4s conjugated estrogens (equine), is supplied in tablet and liquid form. 


i 
| 
Not so recognized because they occur 
ong before and even years after menstruation ceases. When such is the case, the : 
patient may be expected to respond to estrogen therapy. “Premarin” ; 
5 


patient with Donnala 
"Antacid protection from 


nt protection from erosion and irritation 
 Spasmolytic protection from autonomic hypermotility 


A. CO., INC. 
RICHMOND 20, VIRGINIA 


 Hyoscine Hydrobromide 0.0066 mg. 
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— 
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¥ 


4 Because eee Rauwiloid is freed from the inert dross 
of the whole root and its undesirable substances (for 


instance, yohimbine-type alkaloids) .. ; 


Because »»~ Rauwiloid contains, besides reserpine, 


a number of active alkaloids, for example, rescinnamine 
(recently isolated by Riker research), reported to be 
more hypotensive but less sedative than reserpine. 


Because. ,, Rauwiloid is fractionated only from 


true, unadulterated Rauwolfia serpentina, Benth., con- 
stant in potency and action. 
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age 


sedation 
without 


(reserpine CrBA)- - 


A pure crystalline alkaloid of rauwolfia root ; 
first identified, purified ard introduced by CIBA  . 


In anxiety, tension, nervousness and mild to severe neu- eat, 
roses—as well as in hypertension—SERPASIL provides 
a nonsoporific tranquilizing effect and a sense of well- - - 
being. Tablets, 0:25 mg. (scored) and 0.1 mg. Wine 3 
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basic to the Tetracyn 


Brand of tetracycline 
ractice 
P new 


ophthalmic 


ointment 


Now sensitive ocular 
infections can be treated 
with this newest dosage 


form of the newest 
broad-spectrum 
antibiotic... Tetracyn 


supplied: !etracyn Ophthalmic Ointment 
in % oz. tubes containing 5 mg. of 
tetracycline hydrochloride per gram. 


indications: 1” the treatment of such 
susceptible ocular infections as acute 
and subacute purulent conjunctivitis, 
acute catarrhal conjunctivitis, chronic 
blepharoconjunctivitis, not 

involving meibomian gland, due to 
Tetracyn-sensitive organisms, and 
prophylactically, prior to surgery. 


also available: 

Tetracyn Tablets (sugar coated) 
250 mg., 100 mg., 50 mg. 

Tetracyn Capsules 

250 mg., 100 mg., 50 mg. 

Tetracyn Oral Suspension (chocolate 
flavored) Bottles of 1.5 Gm. 
Tetracyn Pediatric Drops (banana 
flavored) Bottles of 1.0 Gm. 
Tetracyn Intravenous 

Vials of 250 mg. and 500 mg. 


Tetracyn Ointment (topical) 
30 mg./gram, 2 oz. and 1 oz. tubes 


BASIC ETHICAL PHARMACEUTICALS 
536 Lake Shore Drive, Chicago 11, Illinois 
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“SHARP 
DOHM 


DIVISION OF MERCK & CO., Inc. 
Philedelphia |, Pennsylvania 


PHOTOGRAPH BY VICTOR KEPPLER 


When diarrhea attacks the unwary... 


CREMOSUXIDINE. 


SULFASUXIDINE@ SUSPENSION WITH PECTIN AND KAOLIN 


The hazards of contaminated water and food are isfactory intestinal antiseptic,”! plus pectin and kao- 
often carelessly overlooked by your patients on a lin, which adsorb and detoxify putrefactive products 
holiday. and soothe inflamed mucosa. 

You can quickly and safely check specific and non- Quick Information: Adult dosage: 114 to 2 table- 
specific diarrheas with CREMOSUXIDINE. This tasty, spoonfuls six times a day. Children and infants in 
chocolate-mint suspension contains three therapeutic proportion. 


agents . . .Sulfasuxidine’ which provides a “most sat- Reference: 1, J.A.M.A. 153:1519 (Dec. 26) 1953. 
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the Ideal Antacid for the Treatment 
of Hyperacidity, Gastritis, and Peptic Ulcer 


Fast Action 


Ly Trevidal tablets provide fast relief 
for they disintegrate completely in 
less than a minute. 


Protective Coating 


Regonol, a unique vegetable gum, 
assures a mucilaginous protective 
coating to ‘irritated stomach 


surfaces. 
Egraine, a special binder from oat 
flour, plus a balanced formula of 
antacids assures prolonged antacid es 
-activity. 
40 


BALANCED FORMULA 


aluminum hydroxide gel, dried . . . . . 90mg. 
calcium carbonate. . . . . . . 105mg. 
magnesium trisilicate. . . . . . . . 150mg. 
magnesium carbonate. . . . . . . . GOmg. 
In each tablet, this balance of slow- and fast-acting antacids 
om) designed to avoid constipation, diarrhea, and alkalosis. 
Prescribe Trevidal in boxes of 100 tablets, specially stripped 


for easier carrying. 
*Trade Mark +{Cyamopsis tetragonoloba gum 


Organon INC. > ORANGE, N., J. 
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In answer to questions about douching you can 
recommend Meta CINE with complete confidence 


BECAUSE META CINE: 


1. is a safe, soothing douche (pH 3.5) containing 

methyl] salicylate, eucalyptol, menthol, chlorothy- 
mol and PAPAIN to liquefy mucus. CITRIC ACID 
to help restore the proper acid pH, discourage 
pathogenic organism, promote normal vaginal 
flora. LACTOSE to feed the physiologic Doderlein 
bacilli. 


August 195: 


“What douche 


should I use, 
Doctor?” 


2. is pleasant and refreshing to the patient... 
and deodorizing. 


3. has a surface tension of 56 dynes/cm as com- 
pared to 72 dynes/cm for the usual vinegar douche. 


4. is economical . . . only two teaspoonfuls to two 
quarts of water . . . supplied in eight-ounce con- 
tainers. 

5. is useful as a routine, cleansing douche, as an 
adjuvant when treating leukorrheal infections, and 
following cervical cauterizations and conizations. 


UPON YOUR REQUEST a free supply of instruction sheets will be sent for 
your convenience in advising patients on the correct douching technique. 
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e “Intestinal flora can 
be changed either by admin- 


istration of drugs or by — ®@ With oral antibiotic 
modification of the administration, “the 
diet.” Antibiotics, in Lactogenic diets complications are gastro- | 
pesticuler, hove been decrease the sendency to intestinal. The best 
reported as markedly digestive complaints, prophylaxis against this 
detrimental to a healthy and patients on antibiotic inte 
intestinal flora and re- therapy have com the patient to restock 
peatedly as causative pletely controlled the intestinal flora...”"4 
i 4 agents in diarrhea, acute oo and re by Cultured buttermilk has 
ulcerative colitis, and the ingestion of been reported, time and 
i inflammatory reactions foods? particularly again, as an excellent ihe 
involving the intestinal dietary constituent for 


tract from the oral : promoting better % 
mucosa to the rectum.,?+4 digestion.1® 1213.14.15 


buttermilk therapy news infansile 
diarrhea, as compared 
Many researchers 1819.20 

concur in the opinion that 
acid milks such as butter- 
milk are an excellent 
source of healthy intestinal 
flora which promote normal 
digestion and elimination, 
especially in the presence 
of certain gastrointestinal 
disturbances. 


@ BORDEN'S BUTTERMILK is 
made by exacting standards 
with the same quality 
controls that are used in 
the processing of highly 
perishable fresh milk. 
Careful choice of starter 
and critical culturing time 
contribute to uniformity and 
pleasant taste (not overly 
acid) that characterize 


BOTUEN come 


350 Madison Avenue, New York 17, N. ¥. * 


Manufacturers and distributors of BORDEN'S Instant Coffee « 
STARLAC non-fat dry milk - BORDEN'S Evaporated Milk + 
Fresh Milk + Ice Cream + Cheese » Eagle Brand Sweetened 
Condensed Milk + BREMIL powdered infant food « MULL-SOY 
hypoallergenic food + BIOLAC infant food + DRYCO 

infant food + KLIM powdered whole milk Le, 


‘ 
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BORDEN'S BUTTERMILK. 
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spectacular benetats 


_ HP*ACTHAR Gel provides powerful 

"* protection against the allergic 
manifestations of hay fever. 
Patients respond dramatically to 
relatively small doses of ACTH 
given over a short period of time. 
HP*ACTHAR Gel is administered as 
easily as insulin, with a minimum of 
discomfort. 


Equally effective in the young and 
the aged, HP*ACTHAR Gel constitutes 
one of the most gratifying new 
additions in the management of 
seasonal allergies. Your patients will 
be better protected during the 
ragweed season. 


References: Levin, S. J.: Ann. Allergy 11: 
157, 1953., Gay, L. N., and Murgatroyd, 
G. W. Jr.: J. Michigan M. 
Soc. 53: 33, 1954. 
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How to stop between-meal eating i 


‘Dexedrine’ Spansule sustained release capsules— 

the new way to control appetite in weight reduction— 
curb appetite between meals as well as at mealtime. 

This is because each ‘Dexedrine’ Spansule capsulé releases 
the medication evenly over an 8 to 10 hour period— 
providing effective appetite control that lasts all day. 
Available in two strengths: 10 mg. and 15 mg. 


DEXEDRINE* 


dextro-amphetamine sulfate, S.K.F. 


SPANSULE? 


brand of sustained release capsules 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+ Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


‘ | 
| 
er 
= 
> | 
j 
-. 
mania 
an 


Acne is seldom the presenting complaint 


Many teen-agers, particularly boys, 
are too self-conscious about their acne 
to come to you for treatment. But, 
when they see you for other cause, 
you have an opportunity to treat their 
acne, too. 

AcNoMEL’s clinically proved active 
ingredients—resorcinol, sulfur and 
hexachlorophene in a special grease- 


free vehicle— bring rapid improvement 
in acne not in weeks or months, but 
in days. 

AcnoMEL’s delicately flesh-tinted 
base masks unsightly acne lesions, yet 
is virtually invisible when applied. It 
may, therefore, be applied at any time 
—during the day, or at night before 
retiring. 


Acnomel* Cream 


For acne 


for patients with oily skin 


‘Acnomel’ Cake 


Y2 strength for patients with sensitive skin 
Smith, Kline & French Laboratories, Philadelphia 


*T M. Reg. U.S. Pat. Off. 


Formula: ‘Acnomel’ Cream contains 8% sulfur, 2° resorcinol and 

0.25% hexachlorophene in a stable, grease-free, flesh-tinted vehicle. 
“Acnomel’ Cake contains 4% sulfur, 1% resorcinol and 

0.25°¢ hexachlorophene in a washable, flesh-tinted cake base. 
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Anti-inflammatory and anti-infective 
management of dermatologic conditions 


Cortril 


topical ointment 
erramycin’ 


brand of oxytetracycline © 


hydrochloride 


with 


because local anti-infective action is so often essential 


in combating superimposed secondary infection... 


because anti-inflammatory action is so often essential for 
rapid symptomatic relief during anti-infective therapy... 


This exclusive product contains the most consistently 
effective, anti-inflammatory hormone, CoRTRIL—with 

the widely accepted, broad-spectrum antibiotic, TERRAMYCIN— 
in an elegant, easily applied ointment base. 


supplied: ¥%-oz. tubes; 10 mg. CoRTRIL (hydrocortisone) and 
30 mg. TERRAMYCIN (oxytetracycline hydrochloride) per Gm. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, New York 
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Identifying the well-fed baby 
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Through its three-fold action in arthritis...relief of pain, improvement of function, and reso- 
lution of inflammation...BUTAZOLIDIN contributes significantly to the rehabilitation of the 
arthritic patient. 


In addition to its marked therapeutic effectiveness, the advantages of BUTAZOLIDIN include: 
Wide Scope of Usefulness—effective in the most crippling and chronic arthritides. 
Persistence of Effect —does not provoke tolerance on continued usage. 


Nonhormonal in Character— the therapeutic action of BUTAZOLIDIN is not mediated through 
the pituitary-adrenocortical axis. 


BuTAZOLIDIN being a potent agent, the physician should carefully select candidates for treatment and 
promptly adjust dosage to the minimal individual requirement. Patients should be regularly examined 
during treatment, and the drug discontinued should side reactions develop. 


Detailed literature on request. 
Butazouip1n® (brand of phenylbutazone): Red sugar-coated tablets of 100 mg. 


in artbritis and allied disorders 


BUTAZOLIDIN' 


(brand of phenylbutazone) 


nonhormonal anti-arthritic 


relieves pain « improves function « resolves inflammation 


Bin 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 

. In Canada: 
Geigy Pharmaceuticals, Montreal 
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announcing a 


Tetracycline Lederle 
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qherapeutic advance 


At last, the many advantages of intramuscular 
administration of a broad-spectrum antibiotic have beer. 
fully realized. ACHROMYCIN, since its recent introduction, 
has been notably effective in oral and intravenous 
dosage forms. Now, after clinical testing, it is definitely 
proved highly acceptable for intramuscular use. 


5 
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IMMEDIATE absorption and diffusion 
PROMPT CONTROL of infection 
CONVENIENT for the physician 

NO UNDUE DISCOMFORT for the patient. 


This new intramuscular form widely increases the 
usefulness of ACHROMYCIN, the broad-spectrum 
antibiotic of choice. 


ACHROMYCIN Intramuscular is available in 
vials of 100 mg. 


lederle LEDERLE LABORATORIES DIVISION 
AMERICAN Gyanamid COMPANY Pearl River, New York 


S. PAT, OFF 
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ABORATORIES, 


extra calories 


EW YORK 1, NEW YORK 


AVAILABLE UPON REQUEST — 
SCHENLEY- 


overcoming 
weight 
control 
obstacles 


Obedrin 


and 

the 

60-10-70 
basic 


diet 


Write For 
60-10-70 Diet 
Pads, Weight Charts 
And Professional 
Sample Of 
Obedrin 


S. E. MASSENGILL CO. 


Bristol, Tennessee 


Patients can lose weight and maintain 
a restricted diet, in comfort, without 
undesirable side effects « e e 


@® EXCESSIVE DESIRE FOR FOOD 
Obedrin offers the full anorexigenic value of 
Methamphetamine to curb the desire for food, 
while counteracting mood depression. Patient co- 
operation is made easier. 


} NERVOUS TENSION 
To avoid excitation and insomnia, Pentobarbital 
is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 


VITAMIN DEFICIENCIES 


Obedrin tablets contain adequate amounts of 
vitamins B, and B, to supplement the 60-10-70 
Basic Diet, but not enough to stimulate the ap- 
petite. 


© EXCESSIVE TISSUE FLUIDS 
Large doses of Ascorbic Acid aid in the mobiliza- 


tion of fluids, so often an obstacle in obesity. 


BULK NOT NECESSARY 


The 60-10-70 Basic Diet provides enough rough- 
age, so artificial bulk is unnecessary. The hazards 
of impaction caused by “bulk” producers is ob- 
viated. 


Each tablet contains: 


Semoxydrine HC1........ 5 mg. 
(Methamphetamine HCl) 

Pentobarbital.............. 20 mg. 
Ascorbic Acid.............. 100 mg. 
Thiamine HCl.............. 0.5 mg. 
1 mg. 
Niacin 5 mg. 


3 


4 
+ 
i 
q ; 
= 
‘ 
K 
| 
- 


A. M. A. 


“ABCHIVES OF 


DERMATOLOGY SYPHILOLOGY 


SUNE 1054 
VOLUME NUMBER 


PANTHODERM 


A clean, snow-white, 
non-staining, 
water-miscible cream. 


In 2 oz. and 
1 Ib. jars; 1 oz. tubes. 


samples, detailed literature upon request. 


relieves itch and pain 
promotes epithelization and healing 
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in 13 out of 15 

with chronic discoid lesions — ‘erythema subsided 
infiltration and follicular plugging lessened, 
diminished — at an -accelerated rate compared to previous 


“was obtained in disseminated discoid lesions as compared - 
with oral mere alone. Two patients with oral : 


Panthoderm Cream “evidenced stimulation of epitheliza 
(most marked in hypostatic dermatitis with ulceration), 
ind resolution of maceration, healing of fissures and 
xcoriations (in pruritus ani et vulvae and senile vulvitis) a 
..and good to excellent results in 


u. Ss. Vitamin corporation 
Arlington -Funk Labs., division « 250 East 4 


i lupus erythematosus ii 

progress’’ wnen Panthoderm Cream was added to oral if 
Of mucous epithelium’ with Panthoderm Cream m ¢ 

Panthoderm Cream was ‘‘well tolerated.”’ 

Panthoderm Cream is widely used in dry eczema, burns, wounds, 


°6 SOUTHERN MEDICAL JOURNAL August 1954 


Multihist 


MULTIPLE ANTIHISTAMINE THERAPY 


SA 
Full Therapeutic Action 


__ with Virtual Freedom 
from Side Effects 


: Providing one-third the usual dose of each 
BINS _ of three potent antihistamines, one from 
each major chemical group, Multihist vir- 
it _ tually eliminates such troublesome side 
Wi ty] / <= effects as lethargy, drowsiness, and gastro- 
AD / i = intestinal upset. Yet it leads to a good 
therapeutic response in hay fever and in 


other seasonal and perennial allergies. 
If | 
Each Multihist capsule contains: 
P Pyrilamine maleate................... 10 mg. 
Prophenpyridamine maleate............ 10 mg. 


Phenyltoloxamine dihydrogen citrate... .10 mg. 


Multihist exhibits this desirable behavior because each of its ingredients is 
provided in an amount well below that capable of producing side actions in 
most patients. Average dose, one capsule three or four times daily. Available 
also as Multihist Syrup, each teaspoonful (5 cc.) containing one-half the above 
amounts, in a delightfully palatable syrup vehicle. 


SMITH-DORSEY ° Lincoln, Nebraska A Division of THE WANDER COMPANY 
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ln Neuritis— 


is temporary relief enough? 


Now— 


THE LONG PERIOD OF DISTURBING 
SYMPTOMS CAN BE REDUCED BY THE 


PROMPT USE OF— 


PROTAMIDE 


When you have a case of neuritis (intercostal, facial or sciatic) 
where the inflammation of nerve roots is not caused b 
mechanical pressure, let Protamide demonstrate how muc 
faster lasting relief can be obtained than with usual therapy. 


Usual dose: one ampul every day for five days or longer. 


A COMPARISON BETWEEN COMPARABLE GROUPS 
WITH AND WITHOUT PROTAMIDE THERAPY 


NEURITIS 


(Sciatic * Intercostal + Facial) 


DURATION OF SYMPTOMS 


2 56 
DAYS DAYS 


CONTROL— 156 Patients 
The Course of the Disease 


Was 21 Days to 56 Days 


PROTAMIDE—84 Patients 
Complete Relief was 
Obtained in 5 to 10 Days 


TREATED WITH PHYSICAL THERAPY AND VITAMINS 


| TREATED WITH PROTAMIDE ONLY 


5 10 
DAYS DAYS 


“‘TREATMENT OF NEURITIS 
WITH PROTAMIDE” 


SHERMAN LABORA TQ S 
Medical College 


©. Arthritis ot Jefferson 


wosor DETROIT 15, Micn, 


and 
Chief of Arthritis, Pennsylvania Hospi- 
Los Ans Director 


=/ 
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“But Doctor, can’t you put some weight on her?” 


‘Trophite’-—a high potency combination of B,, and B,—can help your 
underweight patient gain weight because: 
1. it increases food intake: B,, and B, stimulate appetite. 


2. it promotes proper utilization of food: growth studies with vitamin Bj» 
emphasize “the importance of adequate supplies of the vitamin in the 
metabolism of carbohydrate and fat, including not only the conversion 
of carbohydrate to fat, but the metabolism of fat itself.””! 


specify ‘Trophite’ is available in both tablet and liquid form. 


ve Each tablet or teaspoonful (5 cc.) of “Trophite’ supplies: 
Trophite* 
plus By 


25 meg. of vitamin Bi2 


10 mg. of vitamin By} 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. L. Vitamin Biz Research, editorial, J.A.M.A. 153:960 (Nov. 7) 1953 
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Improvement in 113 of 124 Patients* 


* Eye, Ear, Nose and Throat Monthly 32:512 (Sept.) 1953. 


Number 
_ Diagnosis of patients Improved 
Chronic catarrhal rhinitis 11 
Chronic allergic rhinitis | 25 
Chronic naso-pharyngeal | 

catarrh 6 6 
Chronic suppurative 

sinusitis 3 3 
Coryza, Head cold, 

Catarrhal rhinitis 58 51 
Influenza 2 1 
Acute catarrh 4 
Hypertrophic rhinitis 12 12 

TOTAL 124 113 
(91.1%) 


BIOMYDRIN 


*BIOMYORIN’ AND *THONZONIUM BROMIDE’ ARE TRADEMARKS OF NEPERA CHEMICAL CO., INC. 


N epera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 


The Biomydrin formula 


THONZONIUM BROMIDE 0.05%. Synthe- 
sized in the Nepera laboratories. Exceed- 
ingly potent antibacterial. Greatly 
enhances the antibiotic activity of neo- 
mycin. and gramicidin. Reduces surface 
tension, facilitating spreading and pene- 
trating. Mucolytic. 


NEOMYCIN SULFATE 0.1%. Effective 
against gram-positive and gram-negative 
organisms. 


GRAMICIDIN 0.005%. Effective against 
gram-positive organisms. 


PHENYLEPHRINE HCl 0.25%. Widely 
preferred vasoconstrictor. 


THONZYLAMINE HCl 1.0%. Therapeutic 
concentration of this effective antihista- 
minic aids in controlling local allergic 
manifestations. 


¢ Prompt, prolonged shrinkage of nasal 
mucosa without secondary congestion. 

¢ pH is 6.2. Isotonic and buffered. 

¢ Does not interfere with ciliary activity. 

e Spray covers larger area than could be 
reached by drops. 

e Available on prescription only. 


DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician. 
Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician, 
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AUREOMYCIN* TRIPLE SULFAS 


is outstanding for use against gonococcal 
infections. The recommended dose 
is 2 tablets initially, followed by 


one tablet at 6-hour intervals for 

2 doses. This course may be repeated 

when necessary. 

Each tablet contains: 

AUREOMYCIN Chlortetracycline HCI (125 mg.) 
Sulfadiazine (167 mg.) 

Sulfamerazine (167 mg.) 

Sulfamethazine (167 mg.) 


Bottles of 12, 100 and 1,000. 


LEDERLE LABORATORIES DIVISION 
Leder AMERICAN Ganamid COMPANY 


eTRADE MARK PEARL RIVER, NEW YORK 


Tablets Lederle 
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Photographs: DAVID LUBIN, Medical Illustration Service, 
U.S.V.A. Hospital, Cleveland 30, Ohio. 


Tumor, posterior mediastinum. 


Traumatic arthritis. 
Left meniscectomy and synovectomy. 


To bring out 
the “extras” in every motion picture... 


Brilliant, portable, 16mm. Kodak projectors provide extra- 
sharp, clear, vivid pictures—black-and-white or color... 


Kodascope Pageant Sound Projectors .. . These projectors embody the 
most advanced mechanical, sound and optical principles. Operation is 
simple, results sure... critically sharp corner-to-corner images —finest 
tonal values. 


Model 1 has 8-in. speaker in single detachable case. Add Kodak Multi- 
Speaker Unit for difficult acoustical conditions. Four additional models 
available offering still greater sound or illumination output. Priced 
from $375. 


Kodascope Analyst Projector... A remarkable, 
silent projector .. . specifically designed for use 
where films are subjected to detailed, critical 
study. Permits repeated, instantaneous action 
reversals, by remote control, with complete safety 
for film. Shows normal screen pictures, or desk- 
top pictures on its built-in Day View Screen. 
Complete in one case, $295. 


Complete line of Kodak Photographic 
Products for the Medical Profession 


includes: cameras and projectors —still- Kodascope Royal Projector (silent). . . An ex- 
and motion-picture; film—full-color and cellent general-purpose projector (somewhat 
black-and-white (including infrared); smaller and lighter than Analyst and Pageants). 
papers; processing chemicals; microfilm- Forward and reverse projection. Superb optics. 
ing equipment and microfilm. Lubricated for life. Price, complete, $240. 
Prices include Federal Tax where applicable and are subject to change without notice. 


For further information see your Kodak dealer or write for literature: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 


~@rac’e-mai since 4680 
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(H.W. & D. Brand of Cobra Venom Solution) 50 mouse units per cc. 
By Subcutaneous or Intramuscular Injection 


COBROXIN is a new especially purified preparation 
of the neurotoxic principle of cobra venom. 


CoBROXIN is being used successfully as a 
non-habit forming analgesic for the control 
of intractable pain.' 


COBROXIN is particularly effective in controlling 
the pain in the terminal stages of cancer. 


Detailed information, literature and samples supplied on request. 
Supplied in boxes of 25 and 10-1 cc. ampules. 
1. Hills & Firor — Am. Surgeon, Sept. 1952 
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CYTOLOGIC DIAGNOSIS* 
A SURVEY OF ITS PROBLEMS AND EFFECTIVENESS 
AS A DIAGNOSTIC PROCEDURE 


By H. R. Pratr-THomas, M.D. 
Charleston, South Carolina 


Cytologic diagnosis is not new, but it has 
been decidedly accelerated. It was the com- 
bination of a painstaking scientist and an era 
of increasing emphasis on the study of neo- 
plastic disease that brought the cytologic 
method into full fruition. Millions were to 
be spent on the study of cancer, its causation, 
its control, its distribution, on the biologic be- 
havior of neoplastic cells. Papanicolaou fanned 
the fitful and isolated fires of cytologic diag- 
nosis into a massive conflagration. It is in- 
teresting that this should have been done by 
an anatomist and not a pathologist. As a 
matter of fact, it seems likely that the pathol- 
ogist hindered rather than hastened accept- 
ance of the concept that cancer could be 
diagnosed from study of isolated cells. The 
pathologist cried, “Without invasion and me- 
tastasis there can be no diagnosis of cancer.” 
They became entangled in the biologic and 
philosophical conundrum, “What is a malig- 
nant cell?” They would not readily accept this 
interpretative and correlative method of can- 
cer diagnosis, but demanded more exacting 
criteria for a very inexact science. 

Gradually the pathologist is reasserting 
himself in a field which in my opinion was 
always his and of which he never should have 
lost control. All pendulums swing and the 
popularity of the cytologic method became so 
great that it nearly threatened the biopsy and 
became in the minds of some a miraculous 
method of cancer diagnosis. If a “Papani- 


“Chairman's Address, Section on Pathology, Southern Medical 
Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1954. 

_*From the Department of Pathology, Medical 
South Carolina, Charleston, South Carolina. 

*The work on gastric cytology was supported in part by a 
grant from the Cancer Control Division of the National Insti- 
tute of Health, U. S$. Public Health Service (CS-9230). 
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colaou” had not been done, the patient sim- 
ply had not been examined. The benefits de- 
rived from this general acceptance and wide- 
spread use of cytologic methods have been 
tempered by the organizational and personnel 
problems that have thus been created. 

The pioneers in this field did their job well 
and when the clinicians, many of whom are 
laboratory zealots, became convinced of the 
usefulness of this technic the deluge descended. 
The pathologist bore the brunt of this as- 
sault, not unwillingly perhaps, but poorly 
conditioned, ill-equipped and uncertain as to 
the proper place of this new method. Some of 
them, to keep the pace, had to devote their 
nights, weekends and holidays to an attempt 
to stem the sea of glass and must have en- 
visioned themselves as the unfortunate sor- 
cerers’ apprentice. 

The solution lay in the employment of such 
technical personnel as would be able to elimi- 
nate the normal material and allow the pa- 
thologist to concentrate on the abnormal. The 
prescription was easy, but the cure difficult. 
Intelligent young persons, with the particular 
aptitude for this type of work were hard to 
come by and expensive. This was a serious 
procedure for which a fully competent pro- 
fessional individual had to bear the full re- 
sponsibility. To do less was to throw dis- 
credit on a procedure that had just earned 
its wings, and even more important, to render 
disservice and even harm to the patients in- 
volved. It required an individual with a broad 
background of experience to be able intelli- 
gently to report the findings in urinary sedi- 
ment on one day and from a nipple discharge 
the next while examining a score of routine 
vaginal and cervical smears, several gastric 
aspirates and a dozen sputa from patients with 
a diversity of pulmonary lesions. 

In addition there are certain personal 
characteristics which help make a good cytol- 
ogist technical and professional, which are not 
necessarily related to his scientific background. 
Some of these are tangible, some intangible. 
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He must be patient and painstaking and yet 
he must not be misled into spending hours 
studying a cell that looks slightly different or 
peculiar. He has to be a piddler and yet 
possess the ability to render a decisive opinion. 
He must have a cell sense, an almost intuitive 
gift of knowing when something means some- 
thing and when it does not. I am still not 
convinced that all the differential staining 
qualities and morphologic criteria in the world 
cannot make cytologic diagnosis an exact sci- 
ence. He must be willing to spend a great 
deal of extra time in devotion to his work. 
In other words the pathologist doing a great 
deal of cytology must have some peculiar and 
self-sacrificial qualities; in fact at times I feel 
that he must be actually peculiar. I have not 
found such persons common in the non- 
professional group, so that the problem of 
personnel remains paramount and without a 
satisfactory solution. 

Another problem consisted of educating the 
physician so that he would employ the cyto- 
logic method in the proper perspective. It was 
difficult to control the reactions to cytologic 
diagnosis in many instances. Operations, par- 
ticularly in the gynecologic field, were per- 
formed without biopsy. 

Questionable or equivocal reports often 
panicked the physician and patient into tak- 
ing drastic steps which were not intended or 
implied by the cytologic impression. It is 
difficult to hold the reins when once the pos- 
sibility of cancer has been proposed. 

For this reason we have employed a descrip- 
tive method of reporting cytologic material 
in which we could, if necessary, discuss the 
meaning and probabilities implied in the re- 
port. This creates a greater secreta*ial burden 
and adds to the personnel problem already 
present in the actual diagnostic interpretation. 

Although cytologic examination of ascitic 
and pleural fluid had been performed by the 
Pathology Department of the Medical College 
of South Carolina since the latter part of the 
1930's, it was approximately five years ago that 
we embarked on a more ambitious program of 
cytologic diagnosis. Since that time we have 
examined fluid and its cellular content from 
practically every recess or reservoir of the hu- 
man body in which cellular fluid could accu- 
mulate or from which such material could be 
aspirated, squeezed or scraped. 
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It should be emphasized that the results in 
all cytologic procedures are as dependent on 
good material as on good interpretation. The 
most skillful pathologist in the world cannot 
render a reliable opinion from inadequate or 
poorly prepared material. This has a_bear- 
ing not only on the efficacy of the method as 
concerns the patient and physician, but also 
greatly influences the statistical results which 
are compiled by the cytologist. Organized 
teams that are greatly interested in the method 
and which employ a meticulous and uniform 
technic will get better results than those re- 
flected in a collection of cytologic material 
gathered from individuals who vary tremen- 
dously in the type of material they submit. 

Our material has been gathered from a 
teaching hospital, various clinics and referred 
patients. Some have been obtained under 
the auspices of research grant, much of it is 
run-of-the-mill material. 


Uterus.—Our excursion into the field began 
with cervical and vaginal smears and up to this 
time we have made a total of 9,121 cytologic 
examinations of the cervix. 

It became apparent quickly that the con- 
centration of neoplastic cells in the vaginal 
secretions was too sparse to warrant the time- 
consuming search for them, and we omitted 
this part of the procedure. Material was ob- 
tained by either wiping the cervix with a 
cotton swab or by scraping cells from its sur- 
lace with a tongue blade or Ayre spatula 
coupled with aspiration from the cervical ca- 
nal. It was found that advanced carcinoma of 
the cervix often furnished negative smears or 
spreads which is not surprising when one con- 
siders the necrotic slough and amount of bleed- 
ing which makes representative material diffi- 
cult to obtain. We gained the definite impres- 
sion that carcinoma was more common in the 
lower economic social strata than in the 
better educated, more hygienic and higher eco- 
nomic bracket. We found that a cervix of 
entirely normal appearance in a patient with 
no symptoms referable to the genital tract 
could harbor an early carcinoma. We became 
accustomed to the comment when rendering 
such a report, “But, doctor, that cervix did not 
look bad” or “Doctor, that woman has not 
had any trouble.” We have avoided any at- 
tempt to make the smears complete with bi- 
opsy; we have not even attempted any particu- 
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lar comparison except from the standpoint of 
correlation. We have seen a negative biopsy 
with a positive smear in which repeated bi- 
opsies eventually conformed the cytologic im- 
pression. We have, of course, had negative 
smears and a positive biopsy. Smears have 
been used as indicators of future action, as 
signposts along the way. We have tried to be 
as negative and as positive in each instance as 
possible, but we have not been ashamed to 
write doubtful or suspicious as our impression 
and awaited additional material before mak- 
ing up our minds. Remember that a biopsy 
can be just as doubtful as a smear. At the 
present time we feel that a set of cervical 
smears properly obtained and prepared, per- 
fectly stained and competently examined, is an 
exceedingly effective method of diagnosing 
early carcinoma of the cervix. Our paramount 
interest has been in early carcinoma, at least in 
so far as this method is concerned. We have 
had an academic interest in obtaining smears 
from obvious carcinoma cases, but feel that an 
obvious lesion is best biopsied. For detection 
of carcinoma in a normal, mildly eroded or in- 
flamed cervix it is the method par excellence; 
in my opinion better than a random bite or 
fragmentary bit which often constitutes a cer- 
vical biopsy at the present time. Of course, 
multiple around the clock biopsies from about 
the cervical os will achieve the same purpose, 
but take longer, have some disadvantage in 
private office cases, and are not generally in- 
dulged in by internists and others who do not 
customarily wield the knife. 

Our results in endometrial carcinoma have 
been disappointing and we have been able to 
achieve positive diagnoses in approximately 
only one-third of the cases. 

Lung.—Diagnosis of carcinoma of the lung 
from sputum and bronchial washings next en- 
gaged our attention and is our favorite method 
ol cytologic diagnosis. It is our favorite be- 
cause it exemplifies exfoliative cytology in the 
original sense and because it will enable a 
definite diagnosis to be made when the only 
other method is that of exploratory thoracot- 
omy or needle biopsy. 

We have examined 813 patients with some 
form of pulmonary disease. One hundred and 
forty-one cases of primary carcinoma of the 
lung have been present in this group. Ninety- 
five (68 per cent) of these had some form of 
positive cytologic report. In 75 or 53 per cent 
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the definite diagnosis was made by cytologic 
study only (Table /). Of course, many of these 
had a pulmonary abnormality on x-ray and I 
wish to pay tribute to the radiologist’s skill in 
shedding light on the diagnosis by study of his 
shadows. His diagnosis is not definite, how- 
ever, and particularly in those cases of atelec- 
tasis, abscess or focal pneumonitis the under- 
lying neoplastic process may not be revealed 
at all. 

Sputum has been more useful in our hands 
than bronchial secretions. It is easier to obtain 
repeated specimens and does not require hos- 
pitalization. The diagnostic accuracy has also 
been greater. The results obtained in bron- 
chial aspirates and washings are closely re- 
lated to the interest and skill of the bronchos- 
copist. Our samples have been obtained by 
many individuals of varying degrees of experi- 
ence and this may account for the fact that 
we have not found bronchial washings so fruit- 
ful as the majority of those experienced in this 
field. 

Cases of bronchiectasis have furnished us 
with our most difficult interpretations. The 
copious exudate makes the search long and 
laborious and is apt to mask important cellu- 
lar elements. ‘The squamous metaplasia often 
occurring in these cases may be a source of 
atypical cells and the only unequivocal false 
positive report that we have rendered was in 
a case of bronchiectasis (Fig. /). 

Only about 30 per cent of cases of carci- 
noma of the lung may be diagnosed by bron- 
choscopic biopsy. This leaves the diagnosis of 
70 per cent of pulmonary carcinoma to be 
diagnosed by other pathologic methods and 
is a reflection of the pathologic anatomy of 
this disease. It means that carcinoma of the 
lung does not present the classical pathologic 
picture in a majority of cases, namely: that of 
a neoplastic lesion of a major bronchus which 
produces a hilar mass. If this were the case, 


CYTOLOGIC RESULTS IN 141 CASES OF PRIMARY 
CARCINOMA OF THE LUNG 


No. Per Cent 
Number of patients with pulmonary disease 815 
Cases with primary carcinoma of the lung 141 
Number of sputum samples 1,560 
Number of bronchial washings or aspirates 655 
Positive cytologic findings 96 68 
Diagnosis by cytologic study only 75 53 


TABLE | 


‘ 
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certainly most of the bronchogenic carcinomas 
would be subject to bronchoscopic biopsy. 
The outstanding variations of carcinoma ot 
the lung are: (a) solitary nodular lesions situ- 
ated either in the periphery or central portions 
of the lung (Fig. 2); (b) apical lesions (Fig. 3); 
(c) alveolar cell carcinoma; (d) diffuse carci- 
cinoma with widespread lymphatic permeation 


Fic. 1 


Marked squamous metaplasia in a bronchus. Such epithelial 
changes may produce abnormal cells in the sputum or bron- 
chial secretions which may lead to an erroneous diagnosis of 
carcinoma. 


Large peripheral carcinoma of the 
pleural aspect. 
the neoplasm. 


lung viewed from the 
A superficial section has been made through 
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(miliary carcinoma); and (e) carcinoma of sec- 
ondary or tertiary bronchi (Fig. 4). None of 


Polypoid carcinoma of the apical bronchus of the left: upper 
lobe which is “around the corner” and out of reach of the 
bronchoscopist. 


Fic. 4 


Carcinoma of secondary and tertiary bronchi producing 
thickened pencil-like bronchi. This type of carcinoma is fre- 
quently associated with atelectasis and pneumonitis. 


et 
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these is subject to bronchoscopic biopsy as they 
are out of reach of the instruments. Even 
large carcinoma close to the hilar region of 
the lung may involve only small bronchial 
branches which cannot be entered by the bit- 
ing forceps (Fig. 5). 

The cytologic material in pulmonary car- 
cinoma is one of the exceptions to the rule 
that perfectly preserved cellular detail is neces- 
sary for reliable evaluations. Necrotic tumor 
cells accumulating bronchi will furnish 
cellular detritus that has never led us to a 
false impression (Fig. 6). This smudgy ne- 
crotic partially necrotic material contains pyk- 
notic densely hyperchromatic nuclei which 
we have never observed in any lesion other 
than carcinoma. 

Although the initial sputum specimen may 
often contain an abundance of neoplastic cells 
(Fig. 7) the percentage of positivity is defi- 
nitely increased by additional sputum sam- 
ples. We like to examine at least three and 
preterably tive specimens if the initial samples 


Fic. 5 


(A) Shows a bronchial opening in a main stem bronchus as 
viewed from the interior of the major bronchus. Note that 
no lesion is visible. (B) Shows the same secondary bronchus 
as viewed from the outside after sectioning through the tu- 
mor. The secondary bronchus is surrounded by neoplasm. 


PRATT-THOMAS: CYTOLOGIC 


DIAGNOSIS 713 
have supplied no diagnostic material. This has 
also led us into difficulty because the 
physicians-in-charge have become imbued with 
the idea that if a limited number of exami- 
nations olten provide diagnostic material, then 
a legion number of specimens can be of even 
more aid. Such an attitude has often threat- 
ened to jeopardize the entire cytologic pro- 
gram. We feel that if a diagnosis has not been 
reached alter four good specimens of sputum 
and a bronchial aspiration have been exam- 
ined, then cytologic study is no longer the 
practical mode of diagnosis. Cellular study of 
the sputum has enabled us to make some carly 
diagnoses, at least early as judged by the size 
of the neoplastic lesion. However, our en- 
thusiasm has been tempered somewhat be- 
cause the smallest lesion that we have yet dis- 


Necrotic tumor detritus filling the lumen of a_ bronchus. 
Such material is often found in sputum in patients with pul- 
monary carcinoma and is a reliable indication of malignancy. 


Clusters of carcinoma cells seen in the sputum against a 
background of macrophages and mucus. 
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covered had already produced a metastasis to 
a hilar node (Fig. 8). 


Stomach, Esophagus and Duodenum.—Ac- 
curate cytologic diagnosis of gastric lesions is 
one of the most challenging branches of this 
method and there is probably no organ which 
demands so meticulous a technic. Apparently 
the greatest factor in securing good results is a 
fully trained and enthusiastic team composed 
of physician, technician and cytopathologist. 
It is essential that the personnel of this team 
remain as constant as possible so that vari- 
ations in technic and interpretations will vary 
as little as possible. The results in our series 
have not been nearly so good as those re- 
ported from other clinics, but our results def- 
initely depend upon who obtains the material. 

(1) Aspiration in conjunction with saline lavage: 
21 per cent of cases of carcinoma reported cor- 
rectly. 

(2) Aspiration in conjunction with mucolysis pro- 
duced by papain: 16 per cent of cases of car- 
cinoma reported correctly. 

(3 


Cellular material with abrasive gastric balloon: 
57 per cent of cases of carcinoma reported cor- 
rectly. 

The gastric balloon has two great draw- 
backs. It is quite a psychological hazard for 
many patients who are at first convinced that 
they will be unable to swallow the device. 
This is true to such an extent that some phy- 
sicians do not wish the balloon technic used 
on their private patients. The large majority 
of patients can swallow the balloon, particu- 


Small bronchogenic carcinoma which may be nearly encom- 
passed in one low-power field. This lesion was not visible on 
X-ray or at operation although it had produced focal pneu- 
monitis. Sputum was positive. A metastatic focus was present 
in a hilar node. 
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larly if the proper approach is used and pro- 
caine is used to anesthetize the oropharynx. 

The second disadvantage is that the balloon 
seems ineffective in advanced antral lesions. A 
majority of our cases have been in the antrum 
and most of them have been well advanced. 
This type of carcinoma results in an anatomic 
state of affairs which we have termed a “false 
pylorus,” which successfully impedes the de- 
scent of the balloon so that an adequate sam- 
ple cannot be obtained. 

The chief drawback of the papain technic in 
our hands is that the cellular detail has often 
been obscure. We have modified our technic 
in an effort to remedy this and recent results 
have been much better (Fig. 9). 

Simple aspiration with saline lavage sup- 
plies diagnostic material more frequently than 
might be expected, particularly when one con- 
siders that many different individuals have 
obtained the material with great variations in 
their meticulousness. 

Esophagus.— Although we feel that the di- 
agnosis of carcinoma of the esophagus is best 
made by biopsy, it has occasionally been pos- 
sible for us to make the diagnosis from esopha- 
geal aspirations obtained at esophagoscopy. 
This becomes pertinent when the esophagos- 
copist misses the lesion in his biopsy and the 
aspiration alone proves to be positive. 

Duodenum.—We have been able to make 
the diagnosis of duodenal ampullary carci- 
noma in one instance (Figs. 1/0 and //). This 
is one of the more exotic cytologic diagnoses 
that is possible and in cases of obstructive 


ae, 


papain 


Fic. 9 


Clump of malignant neoplastic cells obtained by 


mucolysis in case of gastric carcinoma. 
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jaundice cellular study of the duodenal aspi- 
rate is worthwhile. 


Other Sites.—Results in lesions of the pros- 
tate and kidney have been disappointing. Cy- 
tologic study of lesions of the colon have pro- 
vided us with unsurmountable technical haz- 
ards, and have been discarded. 

We have found that breast smears will fre- 
quently give a definite clue as to the nature 
of mammary lesions, particularly in fibro- 
cystic disease and duct papilloma. 

Aspiration Biopsy.—We employ it quite ex- 
tensively but selectively in lesions of the 
breast, subcutaneous area and lymph nodes 
(metastatic carcinoma chiefly) and find it very 
useful. 

The material so obtained sometimes con- 


Fic. 10 


Papillary cluster of neoplastic cells obtained by duodenal 
lavage in case of ampullary carcinoma. 


Fic. 11 


Resected specimen of carcinoma of ampulla of Vater origi- 
nating in common bile duct. 


PRAT T-THOMAS: CYTOLOGIC 


DIAGNOSIS 715 
sists of tissue, often only of cells. Is it a bi- 
opsy or a cytologic study? The abrasive tech- 
nics now employed in obtaining material from 
the stomach and cervix often consists of actual 
tissue fragments. We have departed from the 
original thesis of exfoliative cytology and have 
deployed into the pathological terrain, a point 
I wish to emphasize as it brings into sharp 
focus the tendency of American medicine to 
divide itself into special fields ad absurdum. 
Cytology is no further away from the field 
of pathology than is histology, if as far. 


CONCLUSION 


I believe that the cytologic method is here 
to stay; that it is a valuable adjunct in the 
study and diagnosis of neoplastic disease; that 
the division between cytology and tissue pa- 
thology is in large part an artificial one in 
which the two often overlap or are one and 
the same; that cytology should not be em- 
ployed simply for the sake of cytology, but 
in its proper perspective, and finally that it 
behooves the pathologist to interest himself 
in and meet the challenging problems that the 
widespread use of the cytologic method has 
generated, so that he may have a seat at the 
conference table when the final summation is 
made. 


DISCUSSION (Abstract) 


Dr. Béla Halpert, Houston, Tex.—I was particularly 
interested in Dr. Pratt-Thomas’ comments on carcinoma 
of the lung and in his directives on how to meet the 
mounting problem of early diagnosis. Obviously where 
the site of neoplastic involvement is accessible to in- 
strumentation and biopsy, this should be the method 
used. Attempts at cytologic diagnosis are not only jus- 
tifiable but are the sole means of possible diagnosis in 
all other locations that cannot be reached but whence 
shed cells might be available. I heartily concur that 
the cytologic method of diagnosis is here to stay and 
is an integral part of the pathologist’s armamentarium 
of tissue diagnosis of neoplastic disease. 

Dr. Jack C. Norris, Atlanta, Ga—Dr. Pratt-Thomas 
has shown us the success to be had with this pro- 
cedure; now let us have a paper next year concerning 
the errors and the mistakes, and that perhaps will 
help us balance this matter in our own minds. 


Colonel J. M. Blumberg, Washington, D. C.—One 
point that we have learned and utilized with antral 
lesions which are so stenosed that the balloon cannot 
enter is that the balloon is deflated in the stomach 
and the tube is passed into the antral lesion for a 
short distance; when the balloon is inflated it will 
automatically slide out of the antrum into the stom- 
ach, bringing with it many cells and tissue particles 
for study. 


‘ 
- 
4, 
‘ 
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THE SURGICAL TREATMENT OF 
FRACTURES OF THE 
PATELLA* 


By A. H. Crensuaw, M.D. 
and 
FRANK LD. Witson, M.D. 
Memphis, Tennessee 


During the last one hundred years many 
procedures have been described for fractures 
ot the patella in which the fracture was not 
actually exposed and the knee joint was not 
opened. Lord Lister! is said to have done the 
first open reduction of such a fracture when, 
in 1877, he entered the knee joint and fixed 
the patella with a silver pull-out wire. How- 
ever, as was noted by Heineck,* Cameron ot 
Glasgow is also credited with an open reduc- 
tion of a patella that same year. 

Stimson,® in 1898, was one of the first to 
report a series of these fractures treated by 
the open method. He advocated fixation of 
the fragments with a few catgut sutures in 
the periosteum, or a single strand of silk 
passing in front of the bone from the quadri- 
ceps to the patellar tendon. He had treated 
about 70 cases with this method, securing good 
union in all, and expressed amazement at the 
wide diversity of opinion as to the proper 
treatment of this fracture. 

We agree with Thomson? that Heineck’s? 
review, in 1909, of 1,100 cases is the best article 
on this subject in the past one-half century. 
His requirements for any method of treat- 
ment to be used for fractures of the patella 
sull apply today with minor changes. His 
requirements were: 

(1) The fracture must be reduced. 

(2) The fragments must be maintained in 


intimate apposition until organic union has been 
effected. 


bony 


(3) The continuity of the divided soft tissues must 
be re-established. 

(4) The functional integrity of the knee joint must 
be restored. 


We expand his first requirement by saying 
that a part or all of the patella should be 
excised in extremely comminuted fractures 
and when chondromalacia and other debili- 


*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From the Campbell Clinic and the University of Tennessee 
College of Medicine, Memphis, Tennessee. 
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tating conditions of the patella are found at 
operation. 

In more recent years there has continued 
to be evident a wide diversity of opinion as 
to the proper operative treatment of a frac- 
tured patella. As noted by Thomson,* there 
are three schools of thought, to-wit: 

(1) Restoration of the entire patella. 

(2) Complete excision. 

(3) Partial removal and plastic repair of the tendon. 

No one today advocates restoration of the 
entire patella exclusively with reduction and 
internal fixation of all fractures regardless of 
the degree of comminution. 

Brooke,* in 1937, presented his idea that the 
patella is phylogenetically inherited and that 
function plays no part either in its formation 
or its growth. In man, he said, it serves no im- 
portant function and its presence in the knee 
joint is incidental. He even felt that the 
presence of the patella is a deterrent to func- 
tion, the knee being if anything better in its 
absence as to strength and rapidity of motion. 
As late as 1946 he® advocated patellectomy 
for both transverse and comminuted fractures. 
Haxton,’ in 1945, reported his complete stud- 
ies which refute these claims. He showed that 
the patella improves the efficiency of the knee 
joint in its more extended positions by hold- 
ing the patellar tendon away from the axis 
of the joint. 

In 1935, Thomson* reported five cases of 
comminuted fracture of the patella in which 
several small fragments were removed and 
one large fragment was retained, a_ plastic 
repair of the tendon then being accomplished. 
In 1942, het made a study of 554 such cases 
and indicated that good results can usually 
be expected from this procedure. 

Blodgett and Fairchild,” in 1936, reported 
what they called a new concept of total or 
partial patella excisions for acute fractures. 
They recommended patellectomy in severely 
comminuted cases and excision of the proxi- 
mal fragment or fragments when a sizable 
distal fragment remained. They did not rec- 
ommend excision of the lower fragment on 
theoretical grounds. Schmier,'® in 1945, also 
advocated partial or complete excision as the 
treatment of choice in fractures of the patella. 
Partial excision was advocated only when a 
large uninvolved fragment could be left in 
place. They felt that in all other fractures 
total excision is indicated since the method of 
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open reduction and fixation is followed by a 
high incidence of refracture, non-union and 
arthritic changes. 

At the Campbell Clinic'! '* a middle of the 
road course has been followed in the treatment 
of these fractures: in simple transverse frac- 
tures without comminution, the tendon and 
fracture fragments are apposed by a circum- 
ferential or anterior wire loop, as described 
by Martin,'* or some modification of this 
technic; if one pole is comminuted the frag- 
ments are removed and the large fragment 
is preserved, using the technic of Thomson;* 
in the presence of severe comminution a pa- 
tellectomy is performed. 


SOURCE OF MATERIAL FOR THIS STUDY 


A total of 107 complete patellar fractures 
were studied, the cases being obtained from 
two sources: 

Group 1.—Sixty-two cases from che Campbell Clinic 

having a long follow-up period. 

Group 2.—Forty-five cases from an unpublished se- 
ries with a short follow-up which were observed by 
Stewart!4 during a tour of military service. 

These groups will be considered separately. 

Group 1.—Of approximately 170 complete 
fractures of the patella with displacement 
treated by the Campbell Clinic from 1919 
through 1951, the authors have made a_ per- 
sonal follow-up study of 62 cases in 61. pa- 
tients. All cases with a bony injury of the 
knee, in addition to the patellar fracture, 
were excluded. Fifty-nine patients reported 
to us for examination and x-ray study in re- 
sponse to letters while two were scen clsewhere 
by an orthopedic surgeon using the question- 
naire, examination and x-ray routine of this 
study. 

Table I gives the general information about 
this group as a whole. 


METHOD OF STUDY 
The final evaluation was based on the fol- 


‘Total cases 
Average age 


62 in 61 patients 
43.3 years (12-79) 


Sex males 42, females 19 
Mode of injury: 
(1) Auto dashboard 27 
other x 
(2) Other trauma 20 
(3) Unknown 7 


Average follow-up period 6.7 years (1-23) 


TABLE I 


FRACTURES OF THE 


PATELLA 


lowing points: (1) subjective questioning; (2) 
objective findings; (3) the patient’s own im- 
pression of the knee; (4) the economic status 
following surgery. 

It was felt that this would give a compre- 
hensive evaluation due to the occasional dis- 
crepancy noted between the clinical evalu- 
ation and the patient’s own impression. Each 
of the four factors was given a maximum 
value of five. Thus, a total of 20 in the final 
analysis was possible. No knee rated such a 
total in this study. 

The final results were graded as_ follows: 
excellent, 17 to 20; good, 14 to 16; fair, 12 to 
13; poor, 11 or below. 


RESULTS 


(1) Patellectomy, 25 Cases.—These were 
classified in four groups as: simple; simple 
with an associated fracture; compound; com- 
pound with an associated fracture. In each 


EVALUATION 


(1) Subjective questioning 
Specific complains (volunteered) 
Sense of stability 
Walking ability, stairs 
Swelling, aching, stiffness 
(2) Objective findings 
Atrophy 
Range of motion (active and passive) 
Power judged clinically 
Crepitus 
Palpable regeneration 
Cosmetic value 
Ability to reciprocate on 
stand on semi-flexed knee 


squat, stairs and 
(3) Patient's impression 
Knee with pre-injury 
with the opposite knee 


compared status and 
(4) Economic status 

Occupation 

Change in occupation due to injury 


‘TABLE 2 


RESULTS FROM PATELLECTOMY 


Simple 4 Compound +4 


assoc. assoc, 

Simple fract. Compound fract. Total 
Excellent 4 2 4 1 11 
Good 5 2 2 1 8 
Fair 2 1 3 
Poor 3 3 


12 4 7 » 25 


Follow-up pcriod 1-10.7 years, average 4.6 


‘TABLE 3 
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case the patella was markedly comminuted, 
and the associated fracture, when present, ap- 
peared in the same extremity but did not in- 
volve the knee. 

Table 3 illustrates the end results. 

There were 17 males and eight females with 
an average age of 47 years (25-79) at the time 
of operation. Nineteen cases were graded as 
good or excellent, and six as poor or fair. 
Five of the six poor or fair results occurred 
in women with an average of 49 years of age 
at the time of operation. 

It would appear that perhaps women are 
not good candidates for total excision of the 
patella in fractures. 

Seventeen patients regained full motion or 
at least 135 degrees from full extension. The 
remaining eight had motion of 35 to 100 de- 
grees from full extension. 


(2) Partial Excision and Repair of Tendon, 
22 Cases.—These were classified as in the 
cases with patellectomy. 

Table 4 illustrates the end results. 

There were 15 males and seven females with 
an average age of 46 years (24-67). Eighteen 
cases were graded as excellent or good and 
four as fair; none was considered poor. The 
four cases classed as fair were men whose 
average age at the time of operation was 51 
years. I'wo had poor quadriceps power. One 
case was one year postoperative and had a 
fracture of the acetabulum on the same side. 
The other was seen 1.3 years following opera- 
tion; his disability was apparently due in part 
to an adherent scar over the patella. Twenty- 
one were fresh fractures and one a compound 
fracture on which surgery was delayed 10 
months due to other injuries. The latter had 
an excellent knee 12.5 years later in spite of 
progressive arthritic changes. 

Sixteen patients regained full motion or at 


PARTIAL EXCISION AND REPAIR OF TENDON 


Simple + Compound + 
assoc. assoc. 
Simple fract. Compound fract. Total 

Excellent 6 1 7 
Good 10 1 
Fair 3 l 4 
Poor 

19 2 1 22 


5 years, average 6.7 


re 


Follow-up period 1-1: 


TABLe 4 
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least 135 degrees from full extension; the re- 
maining six had 80 to 120 degrees of motion 
from full extension. 

(3) Open Reduction and Internal Fixation, 
12 Cases —Table 5 shows the results in these 
cases. 

Twelve knees in 11 patients had operations 
of this type. Seven were males and four were 
females; one female had bilateral patellar 
fractures from the same accident. Ten knees 
were rated excellent or good and two as poor. 

There were five simple transverse fractures 
and seven simple fractures with mild to 
marked comminution. One poor result was a 
markedly comminuted fracture that occurred 
in a 32-year-old man with multiple other in- 
juries, including a fracture of the femur on 
the same side. This patella should have been 
excised. The other poor result occurred with 
a patella in which several small fragments at 
the fracture site were excised before reduction 
and internal fixation. Except for these two, 
the final results were the same for the com- 
minuted and transverse fractures. 


Ten knees regained full motion or at least 
135 degrees from full extension. The two 
poor knees had 90 degrees of motion from 
full extension. All were fresh fractures except 
one ununited transverse fracture of a year’s 
duration that had an excellent knee 21 years 
after operation. 


(4) Combination Open Reduction and Ex- 
cision of Fragments.—In three comminuted 
fractures a sizable portion of the patella was 
excised and two or three remaining large frag- 
ments were reduced and fixed with wire. All 
had good knees with almost full motion from 
3.5 to 11 years after operation. 


DISCUSSION OF GROUP I 


At the beginning of this study it was hoped 
that information could be obtained concern- 


Simple +- Compound +- 
assoc. assoc. 
Simple fract. Compound fract. Total 

Excellent 4 4 
Good 6 6 
Fair 
Poor 1 1 2 

ll 1 12 


Follow-up period 1.2-23.8 years, average 11.1. 


TABLE 5 
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ing the early postoperative course of these 
patients, which might throw light on such 
questions as which type of surgery was fol- 
lowed by the earliest return of motion and 
the shortest period of rehabilitation. However, 
there was not enough material available to be 
of any value. The study, therefore, has been 
confined to the final evaluation of these knees 
after one or many years of use. 

Table 6 shows the results in all 62 cases. 

Although the number of cases is so small 
as to be of little statistical value, it is noted 
that about the same percentage of satisfactory 
knees followed each of the three principle op- 
erative procedures. 


OBSERVATIONS ON THE GROUP AS A WHOLE 


(1) Period of Time from Injury to Opera- 
tion.—This information was available in all 
cases, and the interval varied from three hours 
to 10 months. There was no ¢elationship be- 
tween this period of delay and the final result. 


(2) Subjective Findings.—Only seven of the 
61 patients failed to have some complaint, 
either voluntary or obtained after direct ques- 
tioning referable to the affected knee; two 
followed patellectomy, two open reduction 
and internal fixation, and three followed par- 
tial excision. Many of the remaining had one 
or several of the following symptoms: ache 
in damp weather or following activity; weak- 
ness; fatigue; feeling of stiffness and difficulty 
on stairs. Thirty-eight patients felt that the 
knee was stable, while there was a sense of 
instability in 24. Of these with a sense of in- 
stability, 15 followed patellectomy, seven fol- 
lowed partial excision, and two followed open 
reduction and internal fixation. The sense of 
stability was definitely related to quadriceps 
power found at examination. Thus it would 
appear that there is a higher incidence of in- 


EVALUATION OF 62 PATELLAR FRACTURES 
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stability and muscle weakness following pa- 
tellectomy. 

(3) Occupation.—Many types of occupation 
were represented in this group. Information 
concerning occupation before and after op- 
eration was available in 50 cases. ‘Two patients 
who had patellectomy and a patient with open 
reduction and internal fixation changed their 
work because of the knee injury. Two had 
retired before injury. The remaining 45 pa- 
tients continued with their same occupation. 

(4) X-ray Changes.—Anterior-posterior and 
lateral views of the knee and a tangential view 
of the femoral condyles were made in each 
case. The preoperative films were compared 
with these and any arthritic changes noted. 
There was no tendency toward progressive 
arthritic changes following patellectomy. Of 
21 with no preoperative evidence of arthritis, 
only one showed a mild hypertrophic change 
at the time of examination. The remaining 
four had some change before operation but 
showed no significant increase. 

There was a definite tendency for the de- 
velopment of patellar-femoral arthritis in 
those treated by reduction and by partial ex- 
cision. In the latter group, of 16 who had no 
arthritic change at the time of operation, 50 
per cent still showed none, and the remaining 
50 per cent had developed mild to marked 
patellar-femoral arthritis. Only two of the six 
with mild preoperative arthritis showed any 
progression. 

None of the 12 treated with open reduc- 
tion and fixation had arthritic changes pre- 
operatively. All but four had developed mild 
to moderate patellar-femoral arthritis since 
operation. A slight incongruity in reduction 
was seen in several of these patellae. 


In the entire group there was no relation- 
ship between the development of arthritic 
changes and the final result. 

Group 2.—During a tour of active military 
service Stewart"! followed and evaluated a sub- 


Number Results 
Operation Cases Excellent Good Good and Excellent 
No. Per Cent 
Patellectomy 25 11 8 19 76 PATELLECTOMY 3 EXCISION OF FRAGMENT 19 
” Good 1 Excellent or good 10 (53 per cent) 
and fixation 12 4 6 10 83 Fair 2 Fair or poor ° (47 per cent) 
Combination 3 3 3 100 REDUCTION AND INTERNAL FIXATION 23 
ape — — _ _— Excellent or good 10 (43 per cent) 
Total 62 22 28 50 80 Fair or poor 13 (57 per cent) 
TABLE 6 TABLE 7 
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RESULTS, 45 PATIENTS 
Excellent or good 21 (45 per cent) 


Fair or poor 24 (55 per cent) 


8 

stantial series of patellar fractures. Forty-five 
of these were simple, complete, transverse or 
comminuted fractures and are included in 
this study for comparison with Group 1. The 
follow-up period varied from two and one-half 
to seven months, with an average of five 
months. Three were treated with patellectomy, 
19 with partial excision, and 23 with reduc- 
tion and repair with silk or wire. 

These were graded as follows: excellent, 
where motion was complete, with no_peri- 
articular thickening and no effusion; good, 
slight restriction of flexion up to 45 degrees, 
or slight periarticular thickening and no ef- 
fusion; fair, motion did not exceed 90 degrees 
from full extension, moderate periarticular 
thickening, and effusion with vigorous exer- 
cise; poor, where there was any loss of exten- 
sion, flexion limited to position 135 degrees 
or less, severe periarticular thickening or ef- 
fusion with limited activity. All of these pa- 
tients had intensive rehabilitation prior to 
study. 


Table 8 shows the evaluation of Group 2 


This series is presented to show that in 
many cases maximum improvement is not 
reached, and final evaluation should not be 
made, until at least one year has elapsed fol- 
lowing operation. Admittedly, different cri- 
teria were necessary and were used in rating 
this group. However, excellent and good re- 
sults of 45 per cent is considerably lower than 
the 80 per cent found in Group I. 


CONCLUSIONS 


(1) The patella serves a useful function and 
should be preserved in transverse fractures 
and, when comminuted, a single fragment 
comprising 50 per cent, or more, of the patella 
should be retained. Meticulous repair of the 
quadriceps expansion and capsule is essential. 

(2) Patellectomy is indicated in 
comminuted fractures of the patella. 

(3) Following patellectomy there is more 
tendency for residual instability and weakness 
than when all or part of the patella is pre- 
served, and more intensive exercise is required 
in rehabilitation. 

(4) After surgical correction following pa- 
tellar fractures, the recovery is directly pro- 


severely 
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portional in most cases to the rehabilitation 
of the muscles of the extremity. 


(5) Excellent and good knees with many 
years of useful service may be anticipated in 
a good percentage of cases whether treated 
with patellectomy, partial excision or open 
reduction and internal fixation, provided 
proper indications are followed. 

(6) One year or longer is required in many 
cases before maximum improvement is ob- 


tained following operation for fracture of the 
patella. 
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THE USE OF PATELLECTOMY* 


By Ira H. Rapp, M.D. 
Charlotte, North Carolina 


The history of patellectomy exhibits a 
familiar pattern in its introduction to the 
science of medicine as a new procedure. Re- 
ports at first sporadic, are accepted with in- 


*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*The author wishes to express grateful appreciation to Dr. 
O. L. Miller for the kind and helpful criticism of this paper 
and to Miss Maria Kennedy, R.P.T., for her suggestions in 
the design of the apparatus and patient efforts in the test- 
ing of cases. 
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terested skepticism. As experience accumu- 
lates and favorable reports are encountered, 
the procedure is enthusiastically received. Its 
indications are rapidly expanded until un- 
favorable clinical, and experimental reports 
determine the necessity for a clearer evalua- 
tion of the procedure, before its place as an 
accepted technic can be definitely ascertained. 

As early as 1860 Putz** reported the suc- 
cessful use of patellectomy. In 1908 Murphy?’ 
employed patellectomy in treating tubercu- 
lous osteitis of the patella. In the following 
year Heineck® reported a series of 17 cases 
of recent fracture of the patella treated by 
total removal, but in contrast to former 
authors he decided in disfavor of the pro- 
cedure in view of the limitation of function 
remaining. In 1925 Ludloff!® first reported 
upon the beneficial effects of patellar re- 
moval in chronic arthritis of the knee. It was 
not, however, until 1937 when Brooke* pro- 
vided clinical and experimental evidence in 
favor of the procedure that patellectomy re- 
ceived enthusiastic acceptance. Brooke postu- 
lated that the patella served no useful func- 
tion and, in fact, its absence increased the 
efficiency of the knee joint both in rapidity 
of function and power. He further pointed 
out that the patella was formed not as an 
integral part of the quadriceps but was 
anatomically situated immediately behind the 
tendon. Joachimstal'? previously dem- 
onstrated that normal function was possible 
in knees with congenital absence of the 
patellae. Brooke also observed that slow mov- 
ing animals such as the sloth had relatively 
large patellae while the swift moving deer 
and leopard had proportionately small patel- 
lae and in the kangaroo this bone was absent. 
The famous English orthopedic surgeon Hey- 
Groves!? confirmed both the clinical and ex- 
perimental observations of Brooke and short- 
ly thereafter numerous papers began to make 
their appearance in surgical literature in 
widespread favor of the procedure. The in- 
dications for the removal of the patella were 
rapidly expanded and indeed it soon was ad- 
vocated as a method for drainage of the knee 
joint in pyogenic arthritis. Mader! elabor- 
ating still further proposed that the technic 
be employed as a comprehensive operative 
approach for internal derangement of the 
knee. 
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Naturally in the course of time initial over- 
enthusiasm was sobered by trial and error 
experience as well as by controlled animal 
experimentation. Bruce and Walmsley® con- 
cluded from their embryological studies and 
anatomical dissections that the patella de- 
veloped and functioned as an integral part 
of the quadriceps extensor mechanism. From 
patellectomized knees in rabbits they demon- 
strated arthritic changes both gross and micro- 
scopic and warned against the adoption of 
the procedure as an operative approach and 
advised against its indiscriminate use in the 
treatment of arthritis of the knee. ‘These in- 
vestigators claimed that degenerative arthritic 
changes in the patellectomized knee were due 
to friction of the quadriceps tendon on the 
femoral articular surface during flexion and 
extension of the knee joint. Cohn also be- 
lieved that arthritis frequently followed ex- 
perimental removal of the patella in the 
rabbit and discouraged its use in surgery ex- 
cept in those instances in which it could not 
be avoided. Likewise from the clinical stand- 
point reports were forthcoming protesting the 
indiscriminate use of this procedure where 
clear-cut indications did not exist. 

Burrows® as early as 1938 said that total 
excision of the patella in recurrent disloca- 
tion of the patella was contraindicated. In 
1949 Scott?* in his review of 101 cases of 
patellar fractures felt that better results could 
be achieved by retaining a large fragment 
whenever possible. Cave,’ in 1950, preferred 
patelloplasty to patellar removal in advanced 
chondromalacia. It has been pointed out on 
the other hand, that animal experimentation, 
however well controlled, is not applicable to 
the human joint and clinical experimenta- 
tion failed to confirm the development of an 
arthritic knee. 


It would seem plausible then to assume 
that now after increasing experience with this 
operation it may be possible to define more 
clearly the indications for patellectomy and 
this fact prompted the present review of cases 
taken from our file at the Miller Orthopaedic 
Clinic from the period of 1947 to 1952 in- 
clusive. 

Although certain diseases of the patella are 
not given consideration in this paper, in- 
flammatory and neoplastic lesions localized 
to the patella as well as non-union of the 
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patella are regarded as indications for patel- 
lectomy. 

Fractures of the Patella—Prior to the work 
of Brooke in 1937 on the clinical and experi- 
mental function of the knee joint following 
total patellar excision, the accepted treatment 
of the displaced and comminuted fractures of 
the patella was by the method of meticulous 
replacement and suturing or wiring of ail 
fractured fragments. Certain scattered reports 
of partial excision indicated that this treat- 
ment was one of necessity rather than of 
choice. The results following operative re- 
position of fractured fragments which de- 
manded immobilization from 6-12 weeks 
were followed by a prolonged period of knee 
stiffness, the function of which was slowly 
and usually incompletely regained. Union of 
fragments was frequently fibrous in char- 
acter rather than of the bony type, and re- 
fracture was not an uncommon complication, 
not to mention degenerative arthritic changes 
as a result of the irregular contours of the 
articular surface of the patella passing across 
the condylar surfaces of the femur. 

In the 1940's excision of fracture fragments 
either total or partial in recent injury to the 
patella became increasingly more popular. 
Thomson** felt that the patella served a 
definite place in the function of the knee 
joint providing leverage to the quadriceps 
extensor mechanism as well as protecting the 
knee joint especially in the position of 
flexion. He recommended if possible reten- 
tion of a portion of the patella in suturing 
the torn patellar aponeurosis. Baker! advo- 
cated excision of the least useful fragments 
and discouraged reposition and suture of the 
bony fragments. MacAusland'® has reported 
good results in total excision of the patella 
in 14 cases. He recommended the procedure 
in all comminuted fractures as the one of 
choice and noted that it was possible for 
patients to return to work at an earlier date 
than when the suture fixation method was 
practiced. O'Donoghue?! concluded that 
patellectomy was the treatment of choice in 
all patellar fractures with the exception of 
the incomplete fracture, the small single 
fragmentary fracture, and the larger fragment 
fractures where the surface of the major frag- 
ment was undamaged. 


In this series of cases being reported no at- 


SOUTHERN MEDICAL JOURNAL 


August 1954 


tempt has been made to compare in detail 
the results of patellectomy for fresh fracture 
with those in which a large fragment was re- 
tained. Clinically, however, in the latter, 
quadriceps strength has been more com- 
pletely regained. Eight unselected cases of 
complete patella removal for recent fracture 
have been submitted to dynamometric exam- 
ination. The results are tabulated below. 


Chondromalacia of the Patella—The term 
chondromalacia has been reserved for a de- 
generative phenomenon contined to the artic- 
ular cartilage of the patella. It is usually 
found in the younger age group from 15 to 
40 years of age. The condition has been de- 
scribed by Bennett? as an exaggeration of the 
normal process of cartilage disintegration of 
the kneecap occurring after the age of 15. 
Initially the hyaline cartilage softens, later 
exhibits fissuring of the superticial layers, and 
progresses to necrosis with flaking and loose 
body formation until the cartilage disappears 
entirely leaving underlying bone exposed. 
Frequently a portion of the femoral condyles 
opposite the patellar lesion demonstrates de- 
generative changes and it is tempting to 
speculate that this process might readily 
spread to involve the entire joint suggesting 
at least a primary cause of hypertrophic ar- 
thritis. The true etiology of chondromalacia 
is obscure. Cave found evidence of trauma in 
11 out of 18 cases while Carr observed it to 
be present in 17 out of 19 cases. In this series 
a previous history of injury was described in 
11 of 19 cases reported. In two remaining 
cases the axial of the knee demonstrated a 
laterally riding patella overlying an inade- 
quately formed lateral condyle. In the re- 
maining six cases no definite etiological fac- 
tor could be ascertained. 

Chondromalacia undoubtedly exists as a 
primary cause of internal derangement of the 
knee joint in excess of the seven per cent 
quoted by Cave. Certainly a high index of 
suspicion should be entertained and_ the 
disease process suspected in the knee joint 
with a history of gradual onset of joint dis- 
comfort associated with repeated effusions, 
“giving way,” slipping without frank locking, 


adventitious knee sounds, and symptoms ag- 
gravated by stair climbing. Examination in 
these cases may reveal moderate effusion in 
the acute phase, grating, or creaking on ex- 
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tending the knee from 90° especially if the 
examiner's hand compresses the patella while 
the knee is extended. Quadriceps atrophy is 
usually not marked but the patient may re- 
port difficulty in arising from the squatting 
position because of knee discomfort. A worth- 
while sign may aid in the diagnosis: with the 
knee extended on the thigh and the patella 
in the relaxed position, if the examiner 
pushes the patella distally pain is usually 
elicited below the kneecap. It cannot be em- 
phasized too strongly that the signs and 
symptoms arising from chondromalacia of the 
patella may simulate almost any other symp- 
tom complex of internal derangement of the 
knee joint and negative findings at arth- 
rotomy should not be so considered until the 
undersurface of the patella has been thor- 
oughly inspected. 


Treatment of chondromalacia of the pa- 
tella may be divided into two classes accord- 
ing to degree of involvement. (1) Where de- 
generative changes of the articular cartilage 
have not progressed to involve the entire 
depths of the surface, shaving or paring of 
the necrotic cartilage has proven sufficient. 
(2) Where the process involves the entire 
depths of the articular cartilage and demon- 
strates “shagginess” of the surface, complete 
erosion or loose body formation, the patella 
should be excised. In the first group results 
have proven satisfactory, although in one 
case there is considerable disability remaining 
and the patella may require complete removal 
at a later date. In 12 knees where complete 
patellectomy has been performed for ad- 
vanced chondromalacia the results have like- 
wise been satisfactory. 

Recurrent Dislocation of the Patella—In 
the management of recurrent dislocation of 
the patella total excision of the bone is a 
highly satisfactory method of treatment. How- 
ever, it should not be used indiscriminately. 
Repeated dislocations over a period of years 
coupled with the malalignment and malfunc- 
tion of the patella-femoral joint produce de- 
generative and necrotic changes most pro- 
nounced on the medial facet of the articular 
surface of the patella and constitute a basis 
for decision to perform a patellectomy. In 
those cases where there have been relatively 
few dislocations and knee valgus is not severe, 
and where little cartilage damage is present, 
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realignment of the quadriceps pull by trans- 
position of the patellar ligament to a more 
medial position by any one of the several 
methods, while retaining the patella, pro- 
vides good results. In excess of 70 operative 
procedures have been devised for recurrent 
dislocation of the patella, most of which cor- 
rectly performed will prevent dislocation. 
MacNab has pointed out, however, that the 
longer the follow-up the poorer the end re- 
sults due to progressive osteoarthritic changes 
presumably present at the time of initial oper- 
ation. Realizing this to be a real and serious 
complication McFarland'® in 1948 recom- 
mended a total enucleation of the patella. A 
regime that appears to produce satisfactory 
results in recurrent dislocation has been 
routinely to open the knee joint and inspect 
the articular surface of the patella regardless 
of negative x-ray findings. If there are few 
degenerative cartilage changes, a realigning 
procedure is selected and the patella pre- 
served. Similar to the management of chon- 
dromalacia if degenerative articular changes 
are superficial, the necrotic cartilage is shaved 
down to normal tissue and the patella still 
preserved. In 10 such kneés treated by this 
method, eight are considered good and one 
has redislocated following recent injury and 
one is painful from degenerative osteoarthritis 
and for these patellectomy has been advised. 

In recurrent dislocation of the patella it is 
proposed that patellectomy be reserved for 
those cases in which at time of operation ad- 
vanced degenerative changes are present in 
the cartilage with or without loose body for- 
mation. Following excision of the patella the 
quadriceps mechanism securely reefed 
medially on closure. By this technic eight cases 
have been performed without redislocation. 
The follow-up period ranges from six months 
to five and a half years. 


Hypertrophic Arthritis of the Patella.— 
The disability provoked by the patella in 
hypertrophic arthritis of the knee joint must 
not be underestimated. The process of ar- 
thritic change may be instituted by a mal- 
united fracture, the end stage of malacic dis- 
ease of the patella, or merely as a part of 
the generalized degenerative process of the 
knee joint itself. The signs and symptoms 
making themselves manifest in the age group 
after 40 are usually an exaggeration of those 
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of chondromalacia, namely: a gradual and 
intermittent onset followed later by repeated 
effusions, grating, “giving way,” locking 
limitation of motion, instability, and thick- 
ening of the soft parts. By x-ray the patella 
is irregular in contour and the margins are 
lined with osteophytes. The remainder of 
the joint exhibits marginal arthritic spurring, 
narrowing of the joint spaces and may have 
olten progressed to subchondral bone con- 
densation. 

The arthritic knee joint may well lend it- 
self to conservative measures of immobiliza- 
tion with splints, braces, casts, traction, physi- 
cal therapy, local injections of various drugs, 
weight reduction and removal of foci of in- 
fection. However a certain number of these 
cases will be unrelieved by these measures 
and will demand surgical intervention. Berk- 
heiser? in 1939 recommended patellectomy 
and indeed the results were quite satisfactory. 
Kuhns'* of Boston in his review of the treat- 
ment of the arthritic knee concluded that the 
patella served a most useful function and its 
integrity should be preserved. Cave followed 
this dictum by advocating a remodelling of 
the patella and covering the denuded artic- 
ular area by a flap elevated from the infra- 
patellar fat pad. Magnuson'? proposed a 
radical surgical approach to the treatment of 
arthritis by a complete joint debridement in- 
cluding thorough removal of all spurs from 
the articular margins of the femur, tibia and 
patella, and excision of degenerative knee 
menisci. This procedure, however, is poorly 
tolerated by the aging individual with flabby 
musculature and demands a prolonged con- 
valescence. In those cases of hypertrophic 
arthritis failing to respond to conservative 
therapy, which continue to be disabled by 
pain, patellectomy should be seriously con- 
sidered. Signs and symptoms should be tor 
the most part localized to the anterior por- 
tion of the joint, and x-rays will demonstrate 
degenerative arthritic change pro- 
nounced at the patellar femoral interface 
(Fig. 1). In the series reported here 12 cases 
of patellectomy performed for degenerative 
arthritis of the knee joint have been reviewed 
and with one exception pain, which is the 
primary symptom for which operation is per- 
formed, has been relieved. The range of mo- 
tion has largely been unaffected and, al- 


SOUTHERN MEDICAL JOURNAL 


August 1954 


though the function cannot be classilied as 
that of a normal joint, these knees exhibiting 
pathological changes prior to operative in- 
tervention are improved following it. 

The chief purpose of this paper involves 
the settlement of the question of whether 
the function of the knee joint is enhanced 
or impaired following patellectomy; if im- 
paired, whether this is clinically detectable; 
and finally whether this decreased efficiency 
becomes more pronounced in flexion or ex- 
tension. From his experimental and clinical 
studies Brooke concluded that 
“experimental and other evidence has been advanced 
to show that in its (the patella’s) absence the effi- 
ciency of the knee joint, if anything. is increased as 
regards the rapidity of movement and power.” 

He regarded the patella as developing quite 
independently of the quadriceps tendon and, 
in man, serving no useful function. Other 
clinical and research investigators have not 
confirmed these conclusions. Haxton® in 1945 
in a carefully prepared and well executed 
series of experiments concluded that the 
patella fulfilled a very definite purpose in 
the extensor function of the knee joint. He 
maintained that the patella was useful in im- 
proving the efficiency of the extension of the 
joint “by holding the patellar tendon away 
from the axis and thereby increasing the ex- 
tending moment of quadriceps pull.” The 
quadriceps power was determined to be 
greatest at 180° and in the patellectomized 
knee the greatest loss of quadriceps power 
was found to be at the fully extended posi- 


Hypertrophic arthritic 
knee joint but most 
articulation. 


changes are present throughout the 
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tion. O'Donoghue** on the other hand felt 
that the quadriceps power was greatest at 90 

and least as the fully extended position was 
reached at 180.° Loss of the patella was 
realized for the most part at complete ex- 
tension confirming the experimental studies 
of Haxton in this regard. Katz! assumed an 
intermediate position between these opposing 
concepts of quadriceps power. In her review 
of knee extension power in nine subjects 
comparing the knee not operated upon with 
that operated upon, she found that in the 
normal knee joint extensor power was great- 
est at 90° or 120° and that the least amount 
of strength differential was at 170° or at the 
fully extended position. Notwithstanding the 
seemingly contradictory findings all authors 
were in agreement that the loss of the patella 
resulted in decreased efficiency of knee func- 
tion. This is in complete contrast with the 
earlier findings of Brooke. It becomes rap- 
idly apparent that in order to measure quad- 
riceps extensor power adequately not only 
must the force of gravity be eliminated but 
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also must the forces obtaining be directed at 
a right angle. The testing apparatus used in 
this experiment consists of a table upon which 
the patient lies on his or her well side. The 
leg to be examined is placed in a simple com- 
fortable thigh rest allowing the knee to move 
freely in flexion and extension. Measurements 
are taken in 90° flexion and 180° of ex- 
tension by a dynamometer calibrated to 100 
pounds. An assistant increases the resistance 
to quadriceps power until the highest read- 
ing before weakening is detected (Table /). 
Care was exerted in order to explain to the 
patient exactly what was desired and the first 
reading was accepted in order to obviate the 
factor of fatigue. For the purpose of demon- 
strating extensor efficiency at 90° and 180,' 
both the operated upon or patellectomized 
knee and the normal (not operated upon) 
knee were subjected to examination. It is 
realized that in a few instances the extremity 
not operated upon was not a normal knee. 
Twenty-three subjects (46 knees) were ex- 
amined in this series. Results are tabulated 


Strength Measured in Pounds Maximum 100 Pounds 
Patella removed Unoperated 
Patient Age Sex 180° 90° 180° 90° Remarks 
1 H.W. 55 F 40 30 65 70 Comminuted fracture (severe) 
= FF. 54 M 80 67 80 92 Comminuted fracture (uncontrolled diabetic) 
3 TFS. 49 M 1004 100+ 100+ 100+ Comminuted fracture 
4 LL. 60 F 55 45 67 55 Comminuted fracture 
5 A.H. 40 F 50 50 50 50 Comminuted fracture 
6 R.J. 58 M 100+ 69 100+ 90 Comminuted fracture 
23 40 25 50 35 Comminuted fracture 
8 F.A. 27 M 100+ 90 100+ 100+ Comminuted fracture 
9 L.E. 50 M 70 55 100+ 100+ Chondromalacia cf patella 
10 W.C. 54 =F 42 35 42 42 Chondromalacia, patella (marked) 
1] BW. 33. M 70 55 100+ 100+ Chondromalacia, patella, medial cartilage tear (removal) 
12 W.S. 62 M 45 45 100 +4- 90 Hypertrophic arthritis, removal of medial cartilage 
13 HLS. 55 F 37 20 57 45 Moderate hypertrophic arthritis (3 knee operations for 
cartilage) 
14 W.H. 68 F 30 27 55 45 Advanced hypertrophic arthritis 
15 R.C. 42 M 60 50 75 60 Moderate hypertrophic arthritis, lateral femoral condyle 
16 N.M. 60 F 35 87 85 80 Moderate patello-femoral arthritis 
17 J.M. 31 M 65 80 100+ 100+ ‘Traumatic arthritis, patella, following fracture (old) 
18 G.F. 49 F 47 40 70 55 Removal hypertrophic spurs, tibia and femur 
19 E.C. 67 F 32 25 a 45 Severe hypertrophic arthritis, knee joint 
20 F.W. 69 M 55 62 62 62 Hypertrophic arthritis and loose body 
21 P.G. 56 F 25 12 60 42 Severe hypertrophic arthritis of patella 
22 N.S. $8 F ya) 60 60 60 Repeated dislocation of patella 
23 W.B. 43 F 37 35 60 55 Recurrent dislocation (reinjury necessitating cast) 
Average 50.2 56.5% 55.2 50.6 73.6 68.4 
Tasie | 
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in Fig. 2. The results show that: (1) in the 
uninvolved or normal knee, extensor power 
is greatest in the fully extended position, (2) 
in the patellectomized knee this is corre- 
spondingly true, namely, that the quadriceps 
is strongest at 180° but generally is not equal 
to that of the normal knee, and (3) in the pa- 
tellectomized knee the discrepancy of extensor 
power as compared with a normal knee is 
slightly greater at 180.° This tends to confirm 
the conclusions of Haxton that the patella 
is missed mostly at the fully extended position 
of 180.° 

It remains significant, however, with few 
exceptions. The exceptions are those having 
associated knee abnormalities of such a na- 
ture that the patients regard their knees as 
clinically normal joints for ordinary activities 
but many upon close interrogation will dis- 
close that in running, jumping, or in any 
athletic endeavor knee function is somewhat 
abnormal. Further, in the arthritic or malacic 
knee, although pain and swelling is relieved 
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following operation, extensor power is slight- 
ly impaired. 

During operative repair of the quadriceps 
defect following patellectomy and in order 
to keep the loss of extensor efficiency at a 
minimum careful attention to the repair of 
the extensor mechanism cannot be overem- 
phasized. Horwitz'! has determined from 
clinical measurement that 1.4 cm. of length- 
ening of the quadriceps tendon occurs fol- 
lowing removal of the patella and Haxton 
has shown that following enucleation of the 
patella experimentally the knee lacks 30 de- 
grees of extension. 

The operative technic employed in patel- 
lectomy is as follows: a midline slightly 
curved vertical incision is made exposing the 
patella and quadriceps mechanism. Tendi- 
nous attachments to the kneecap are removed 
by sharp dissection close to the bone and the 
tendon edges are approximated by reefing the 
two lateral halves toward the midline. Two 
horizontal mattress sutures placed on either 


Fic. 2 


The patient is shown in position for testing quadriceps strength with the knee extended to 180.° 


. 
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Fic. 3 
The knee not operated upon is shown for comparison with 
the knee operated upon following patellectomy. 
side of the midline repair are utilized to 
shorten the retinacula and finally two oblique 
sutures bring the quadriceps mass to a cen- 
tral position as a substitute for the removed 
patella (Fig. 3). 
SUMMARY 


(1) Patellectomy is a useful procedure and 
is indicated in: 
(a) Neoplastic and inflammatory disease 
localized to the patella and in instances 
of non-union. 
(b) Comminuted fractures where a ma- 
jor fragment cannot be retained. 
(c) Chondromalacia with advanced de- 
generative changes of the articular car- 
tilages. 
(d) Recurrent dislocation with evidence 
of cartilage injury. 
(e) Hypertrophic arthritis with changes 
most pronounced at the patello-femoral 
joint. 
(2) An apparatus to measure quadriceps 
strength is prescribed. 
(3) The loss of the patella weakens the 
quadriceps to some extent detectable by 
dynamometric measurement. 
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to the Knee Joint. 


DISCUSSION (Abstract) 


Papers of Drs. A. H. Crenshaw and Frank D. Wilson 
and Dr. Iva H. Rapp. 


Dr. H. Walker Jernigan, Atlanta, Ga.—In my ex- 
perience better results have been obtained where at 
least a portion of the patella can be left in place. 
I believe also there are better results it early motion 
of the knee is started. 

I have used heavy wire sutures in repairing patellas 
and immobilizing them only for a period of 3 or 4 
days. Early motion is started and limited weight 
bearing with crutches, at the end of 3 weeks. This 
has improved results that have been obtained in 
fractures of the patella. 

I do not believe that it is wise to leave comminuted 
fragments in place where there is roughness on the 
articular surface. 

My experience with patellectomies has been rather 
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limited but in all cases where this has been done the 
knee does not function normally. I agree with Dr. 
Rapp’s conclusions and believe that they are sound. 


Dr. Robert P. Kelly, Emory University, Ga—As to 
Dr. Crenshaw’s paper, I would say that the results 
obtained, the comparison of the results of open reduc- 
tion retaining the major fragments with the results 
obtained by retaining only one fragment and excising 
the other bespeaks to me the high order of technical 
ability of the operators who did these cases. [I do not 
believe that in average hands the results of this 
procedure of retaining the major fragments as com- 
pared to sacrificing all but one major fragment are 
as good. 

It might be significant in the data that he pre- 
sented that 50 per cent of the 16 treated by partial 
excision had patellofemoral arthritic changes by x-ray, 
while 6624 per cent of the 16 treated by open re- 
duction and fixation had patellofemoral arthritis by 
x-ray. 

I should like to ask each essayist two questions: 
first, some details about the postoperative treatment; 
second, each has touched on it to some extent, but I 
should like to hear a little more about suture material. 

Dr. Rapp has answered his primary question as to 
whether the knee joint is as good following patel- 
lectomy as one not subjected to that procedure. 


I should like to ask Dr. Rapp this question: in the 
absence of positive clinical findings of chondromatacia 
before operation does the operative finding of chon- 
dromalacic change back of the patella and an other- 
wise negative exploration constitute an indication for 
patellectomy or for the execution of any other appro- 
priate measures that he would direct to such a patella 
where the clinical findings had been positive for 
chondromalacia preoperatively? 

Dr. Crenshaw (closing)—In postoperative care, we 
use heavy wire suture. Even those who have had 
open reduction and internal fixation of two large 
fragments are left in the splint or posterior gutter 
for only ten days. ‘They are started on quadriceps 
setting exercises the first or second postoperative day, 
and then guarded active motion without weight- 
bearing on the tenth day. Full weight-bearing is al- 
lowed when the quadriceps strength is adequate. 

As to suture material, | have already mentioned the 
heavy wire. We use heavy chromic catgut interrupted 
sutures to repair the torn medial and lateral ex- 
pansions in fractures with displacement. 

I cannot take strong issue with Dr. Kelly about 
his preference for removing one fragment of the patella 
and retaining only one fragment. We have treated 
more by this method than by open reduction, as can 
be seen by the number we presented. Many of the 
open reductions were done years ago in Dr. Camp- 
bell’s day. They did turn out very well, I thought. 
when compared with the partial patellectomies. 

Dr. Rapp (closing).—In postoperative care we em 
ploy catgut sutures, and immobilize the knee for three 
weeks in a plaster cast. We do not believe that there 
is any suture material strong enough to prevent a 
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stretch of the suture line without some relative length 
ening of the quadriceps mechanism. 

The experimental work that has been done on the 
tension developed by the quadriceps muscle during 
active contraction indicates that suture material alone 
will not prevent stretching or separation at the site 
of repair. 

The defect created by removal of the patella per- 
mits a relative lengthening of the quadriceps extensor 
mechanism of 1.5 cm. and must be compensated for 
during wound repair. 

Considerable care is exercised in wound closure. In 
order to approximate the tendon edges an attempt is 
made to shorten the quadriceps tendon just as much 
as possible. In fact, it is difficult if not impossible 
to shorten the quadriceps mechanism too much, An 
extension deformity has never been encountered. ‘The 
tighter the quadriceps is closed both in a lateral-medial 
direction and proximal-distal direction, the better has 
been the end result. 

In regard to Dr. Kelly’s query on the finding of 
chondromalacia at the time of exploratory arthrotomy. 
the treatment is identical as outlined in the paper. II 
it is discovered that the process involves only the su 
perficial surface this is shaved down to normal carti 
lage. If the chondroblastic changes involve the entire 
surface or there are loose bodies present from the pa- 
tella the deep portion of the incision is closed and 
another incision is made in the tendinous expansion 
directly overlying the middle of the patella and enu- 
cleation of the patella continued with a dissection 
such as has been outlined. 


BILATERAL HERPES ZOSTER* 
REPORT OF THREE CASES 


By Howarp Hairy, M.D.+ 
Atlanta, Georgia 


Herpes zoster is so common as to be of 
interest to all physicians. It attacks all ages. 
In children and young adults it seldom causes 
great discomfort. Once I had a 12-year-old 
boy who had right facial paralysis secondary 
to unilateral herpes zoster of the right side 
of the face. He suffered no discomfort and 
the paralysis began slowly to disappear after 
two weeks. In elderly persons herpes zoster 
frequently is the warning or accompaniment 
of serious disease or even death. I have known 
post-herpetic neuralgia to remain for as long 
as two years after the patient had recovered 
from the physical signs of the disease. The 
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cause of herpes zoster is definitely known. 
Many theories have been advanced as to the 
etiology. Evidence has been presented to sup- 
port the belief that, in some instances, other 
factors, in addition to the virus infection, 
enter into the causation. Physical, mental, 
and chemical trauma, as well as debilitating 
disease and bacterial infection are contrib- 
uting factors to the etiology of herpes zoster. 

Before the eruption of the disease ap- 
pears the physician can only guess as to the 
diagnosis of a pain or paresthesia. Most of 
us agree that the disease is self-limited; it 
follows the course of nerves; repeatedly, evi- 
dence has been presented to indicate that it 
is a manifestation of trauma to the posterior 
root ganglia, the peripheral nerves, or the 
skin. 

It has been recorded as occurring in epi- 
demics, and as related to or associated with 
other virus diseases. However, the simultane- 
ous appearance of herpes zoster on both sides 
of the bedy remains a rarity. For the first 
time in more than 30 years I have treated 
and am reporting three cases which occurred 
bilaterally. All three patients appeared with- 
in the past 30 months. Most of us have heard 
the old superstition that if shingles goes 
around the body and meets, the patient will 
die. 

Some time ago at a meeting of the Amer- 
ican Dermatological Association asked 
three distinguished dermatologists, Dr. Wil- 
liam H. Guy, Dr. Howard Fox, and Dr. Udo 
Wile, if they had ever had a case of bilateral 
herpes zoster in their practice. Dr. Guy said 


Fic. 1, Case 1 


Bilateral herpes zoster. Photograph made five days after 


appearance of eruption (4-28-51). 


BILATERAL 


HERPES ZOSTER 729 
he had had a case and that the patient also 
had syphilis. Dr. Fox said he had observed 
it in a patient following the administration 
of arsenic. Dr. Wile said he had never seen 
bilateral herpes zoster. I said to him: “I was 
taught that bilateral herpes zoster never ex- 
ists.” Dr. Wile, in his inimitable way, said, 
“The word ‘never’ should not be used in 
medicine.” 

Case 1 (Fig. 1)—A white male student, age 21, ap- 
peared at the office complaining of a breaking out 
on his forehead, anterior parietal scalp and upper 
and lower eyelids. The eruption had been present for 
five days. Over both sides of the forehead and the eye- 
lids there was an eruption which included papules, 
vesicles, vesico-pustules, within an erythematous and 
edematous field. The cornea and sclera of both eyes 
were free of lesions. ‘The patient looked ill. He com- 
plained of neuralgic pains in the fronto-parietal region 
on both sides of the head. His eyes were bathed in 
tears. Photophobia was present. Cervical adenitis was 
not present. Treatment was symptomatic, and he had 
an uneventful recovery. (An ophthalmologist sur- 
gically opened the individual lesions on the forehead.) 

Case 2 (Fig. 2)—D. D., a white boy, age three years 
and six months, came to the office with an extensive 


Fic. 2, Case 2 


Bilateral herpes zoster. Photograph 
appearance of eruption (2-4-52). 


made four days after 
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Fic. 3, Case 3 


Bilateral herpes zoster. days after 


Photograph made 17 
appearance of eruption 5 


(10-31-53). 

eruption involving both sides of the face, nose, chin, 
and ears. The eruption consisted of discrete and con- 
fluent vesicles, vesico-pustules, and bullae on an ery- 
thematous and edematous background or field. The 
temperature was 100° and the mother reported that it 
had been 104° the day the eruption began which was 
three days before the patient was brought to my office. 

Triple sulfa and penicillin were given because the 
infection was extensive. ‘Iwo per cent boric acid solu- 
tion wet gauze dressing was used for 15 minutes out 
of each hour when the child was awake. 

Case 3 (Fig. 3)—Mrs. H. M., white, age 41, came to 
the office complaining of an eruption on each side of 
the neck and a generalized rash. On the right postero- 
lateral side of the base of the neck and juncture of 
the shoulder was a “patch” of lesions 10 cm. in di- 
ameter. Serum was oozing from some of them. The 
base of the eruption was very red and edematous with 
vesicles, bullae, pustules, and some crust formation. This 
area of eruption had been present 10 days. She said 
she had severe pain in her neck, shoulders, and right 
upper arm which had been present since a week or 
10 days before the eruption. 

On the left anterolateral side of the neck was a 
bulla which was reported to have appeared six or 
seven days after the eruption on the right side. Her 
temperature was 99.6.° 

Four days later the lesions were larger. Some were 
confluent and some crusts were dark. Pain in the 
head, neck, shoulders, and upper chest regions was 
reported. The patient said, “I hurt from the breast- 
line to the top of my head and down my arms to the 
elbows.” 

Three days later black thick crusts were present. 
Some lesions had resolved except for redness. The 
patient said it had been necessary to get an opiate 
from her family physician for the pain. 

The generalized rash disappeared without any treat- 


SOUTHERN MEDICAL JOURNAL 


August 1954 


ment in three days from the first visit. Since the rash 
came after the eruption on the neck and because of 
the characteristic appearance it was thought to be a 
drug rash from an anodyne. 

The patient had had chickenpox and smallpox in 
childhood. In addition, she had had several vaccina- 
tions against smallpox. 


SUMMARY 


Three cases of bilateral herpes zoster have 
been reported. Their occurrence supports 
what one of my teachers used to say, namely, 
that unusual conditions go in threes. These 
patients represent the twenty-second, the 
twenty-third, and the twenty-fourth cases of 
bilateral herpes zoster reported. 


Pain was severe in the two older patients. 
Penicillin and triple sulfa were given the 
child because the eruption was extensive and 
purulent. Otherwise, treatment was symp- 
tomatic. An extensive bibliography upon this 
subject may be obtained from a case report 
by Dr. Herbert Rattner." 


ADDENDUM 


Case 3 was under treatment during the week of 
the meeting of the Southern Medical Association, 
Atlanta, October 26-29, 1953, and was not reported 
in the paper when read. Drs. Martin F. Engman, Jr., 
and William L. Dobes, separately, saw the patient and 
made a diagnosis of bilateral herpes zoster without 
benefit of opinion from the patient or the author. 
This patient was seen on December 7, 1953, which was 
50 days after the onset of the eruption and 26 days 
after all lesions had healed. Marked scarring on both 
sides of the neck was present. The patient complained 
of bilateral soreness and neuralgia. 
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DISCUSSION (Abstract) 


Dr. Garold V. Stryker, St. Louis, Mo.—The in- 
frequency of the occurrence of bilateral herpes zoster 
is so marked that we are particularly indebted to Dr. 
Hailey for calling this matter to our attention. Derma- 
tologists with long and extensive experience have seen 
few if any of these cases. It is therefore without em- 
barrassment I admit, in my actual experience, the 
disease is nonexistent and this I was told by my pre- 
ceptors. Had it not been for the literature and Dr. 
Hailey’s keen observations, no doubt I would have 
continued unenlightened. 

When 


one considers the violence with which the 


virus of herpes zoster attacks the ganglion, nerves 
and skin and other tissues, one is amazed at the se- 
lectivity which the organism exercises and at the same 
time there is cause to wonder why other ganglion are 
not simultaneously involved more frequently. 
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Reports in the literature indicate that the disease 
will just as likely attack ganglion at different levels 
on the same side or different levels on separate sides. 
Perhaps the most frequent type of multiple zoster is 
that which frequently goes unrecognized and that is 
the involvement in whole or in part of more than 
one adjacent ganglia. 

No doubt the matter of individual resistance plays 
an important role not only in the matter of bilateral 
or multiple zoster but likewise in the degree of in- 
tensity of the reaction. A knowledge of the previous 
history of florid varicella might suggest a degree of 
protection conferred on those who do not contract 
this disease or suffer only mildly. 

The virus of herpes zoster and varicella is probably 
identical. In the latter, and in geneyalized zoster the 
spread is hematogeneous. In zoster the invasion, 
after entry through the respiratory of G.I. mucosa, 
is along the peripheral nerves and in the ganglia. A 
degree of immunity resulting from previous infection 
with the virus possibly explains the localization of the 
disease along the usual sites. 

Aside from its interest as a curiosity, the develop- 
ment of multiple or bilateral herpes zoster should oc- 
casion no alarm in the patient or clinician. 

Dr. Clayton E. Wheeler, Charlottesville, Va—\t 
should like to ask Dr. Hailey whether scarring was 
produced by the disease in his patients and whether 
there is a possibility that extensive herpes simplex in- 
fections were present rather than bilateral herpes 
zoster. 


Dr. V. Medd Henington, New Orleans, La.—¥or 
many years bilateral herpes zoster was thought not to 
occur. However, Dr. Haley has shown pictures of two 
such patients. In our practice we have had three such 
patients with bilateral herpes zoster. All three condi- 
tions occurred on the face. The last one seen was 
about a year ago in a 23-year-old man who had lett 
trigiminal nerve involvement so severely that he con- 
tinues to this day to have a left facial paralysis. ‘his 
disease must be infectious for we continue to see 
herpes zoster occurring at certain times of the year. 
Some weeks ago, we were seeing two or three patients 
with this disease daily. We went back into our records, 
and learned that in two weeks we had seen 19 patients 
with herpes zoster. Two of these, children, later broke 
out with chickenpox. 

Dr. Irving D. London, Montgomery, Ala—I saw a 
patient with this condition in January of 1951. A white 
man, age 35, had bilateral herpes zoster which began 
on both sides of the back of the neck. It then spread 
around to the frontal region of the forehead and also 
involved the brachial plexus going down both arms 
to the finger tips. 

I asked Dr. Morris Shaefter of Montgomery, head ot 
the virus disease laboratory of the Public Health Serv- 
ice, to see this patient and he performed several 
studies, including histopathologic, and examination ot 
fluid from the lesions. He reported typical ballooning 
degeneration and intranuclear inclusion bodies ot 
herpes. 


Following various studies, he said that, in view ot 
the negative transmission attempts and the clinical 
picture, the diagnosis would tend to favor herpes 
zoster. 
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It is noteworthy that this patient developed albumi- 
nuria which has persisted since 1951, although there 
are no casts nor cells present now. Following the dry- 
ing of the herpetic lesions, this patient developed an 
erythema multiforme reaction over the body which 
was believed due to the antibiotics given him in the 
early stages of the herpetic eruption. 

He has not had any recurrence of either of these 
eruptions since then. 

Dr. E. A. Livingston, Gibson, N. C.—-What is the ex- 
perience in treating with aureomycin? In my practice 
it is better than anything I have ever tried. 

Dr, Martin F. Engman, Jr., St. Louis, Mo.—It is pos- 
sible to cultivate the virus of herpes simplex on the 
chorioallantoic membrane of the tertile hen’s egg, or 
in the rabbit’s eye. These procedures require special 
laboratory technic and facilities. These are the only 
ways I know that you can positively distinguish be- 
tween the two diseases. 

Dr. Clayton E. Wheeler, Charlottesville, Va—Labo- 
ratory studies at times are the only means of conclu- 
sive differentiation of the two diseases. The virus ot 
herpes simplex can be grown on the chorioallantoic 
membrane of the chick embryo and it can produce the 
disease in mice, rabbits, and guinea pigs. In contrast, 
the virus of herpes zoster does not grow on the chorio- 
allantoic membrane and it does not produce disease 
in common laboratory animals. 

Dr. Ellis has brought up the subject of neutralizing 
antibodies to herpes simplex virus. These antibodies 
appear in the patient’s serum as a result of the pri- 
mary infection with the virus of herpes simplex. ‘hey 
can be demonstrated by mixing the patient’s serum 
with a known herpes simplex virus and inoculating 
this mixture into susceptible animals or onto the 
chorioallantoic membrane of the chick embryo. The 
virus is neutralized by the patient’s serum so that 
little or no disease is produced in the susceptible ani- 
mal and few or no pock lesions appear on the chorio- 
allantoic membrane. At the onset of the infection 
there is no, or very little, neutralizing antibody pres- 
ent, and after two or three weeks a large amount of 
antibody is found. Once the infection has occurred 
the antibody titer remains high for several years or a 
lifetime. For the neutralizing antibody test to be ot 
diagnostic value one must demonstrate few or no neu- 
tralizing antibodies at the onset of the infection and 
the appearance of these antibodies in large amount 
during the course of the infection. A high titer ot 
neutralizing antibodies without demonstration of a 
rising titer may simply signify a pre-existent herpes 
simplex infection and, therefore, may have no rela- 
tionship to the disease under study. 

Agglutinating antibodies for herpes zoster virus ap- 
pear in the sera of patients during the course of 
herpes zoster. These can be demonstrated by mixing 
serum from the patient and zoster vesicle fluid. Neu- 
tralizing antibodies to herpes zoster virus may well be 
present, but there is no method at this time for their 
demonstration, because there is no susceptible labora- 
tory animal and lesions are not produced on the 
chorioallantoic membrane after inoculation with her- 
pes zoster virus. 

Dr. Hailey (closing)—I have heard much discussion 
concerning who should treat herpes zoster. We all 
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have heard it said that herpes zoster is a disease of the 
nerves and not the skin and should not be treated by 
the dermatologist. 


I believe it is due to a virus intection. We all know 
or have heard of epidemics of chickenpox and herpes 
zoster which appeared during the same periods. I 
should have deleted the statement “the cause of her- 
pes zoster is not known” trom the copy of my paper 
sent to Drs. Strvker and Wheeler. 

The older boy represented in Case / passed trom my 
care before complete recovery. Phe lesions were cov- 
ered with black retracting crusts (gangrene). | am sure 
scarring followed. L have never seen unilateral herpes 
zoster involving the trontal region that did not cause 
scarring. 

I have seen extensive bilateral herpes simplex. 1 do 
not know of any office or clinic in the Atlanta area 
which on short notice can render dependable labora 
tory aid in the differential diagnosis of bilateral herpes 
zoster and herpes simplex. In the absence of such aid 
the diagnosis is made on the history, severity, and ex 
tensiveness of the lesions as well as the degree ot pain, 
neuralgia, ef celera, and duration of the disease. Scar 
ting is more prevalent in herpes zoster. Patients in 
Cases 2 and 3 had eruptions of 27 and 24 days dura- 
tion respectively. Herpes simplex is usually of much 
shorter duration, six to 10 days. 


I wonder whether Dr. Wheeler can otter a ditteren 
tial clinical diagnosis between the cases presented and 
simple herpes. 

I have never used aureomycin in herpes zoster. 


AN OUTBREAK OF INFECTIOUS 
HEPATITIS APPARENTLY 
TRANSMITTED THROUGH WATER* 


By Crciw B. Tucker, M.D.7 
W. H. Owen, M.S.¥ 
and 
R. P. M.S.§ 
Nashville, Tennessee 


Although infectious hepatitis has long been 
recognized in the United States, it has been 
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only in recent years that a marked increase in 
incidence of the disease has occurred. This 
increase has, for the most part, occurred since 
World War II. As time has passed, our knowl- 
edge of the epidemiology of this disease has 
increased. 

In 1931 Fraser! reported an epidemic of in- 
fectious hepatitis occurring in Canada which 
was apparently water borne. Since then sim- 
ilar outbreaks have been reported by Hall- 
gren,? * Gauld,* Olin,® and Neefe and Stokes.® 
The conclusion that the infectious agent was 
water borne gwas based on epidemiological 
evidence in the first five of these reports. In 
addition, Neele and Stokes® were able to re- 
produce the disease by having human volun- 
teers drink water obtained from the suspected 
source. 

An outbreak of infectious hepatitis appar- 
ently transmitted through water, which oc- 
curred in Tennessee during 1952, is reported. 


REPORT OF THE OUTBREAK 


On Friday, July 11, 1952, a report of an 
outbreak of gastro-enteritis occurring among 
campers at a summer camp in Middle Ten- 
nessee was received from the physician in at- 
tendance. A visit was made to the camp im- 
mediately. On arrival it was discovered that 
all the campers had been sent home the 
previous day because of illness in the camp. 
A sanitary engineering investigation was made 
at this time but since the homes of the camp- 
ers were scattered from one end of the state 
to the other, it was not thought practical to 
visit the homes to obtain epidemiological his- 
tories of the gastro-enteritis. Also, informa- 
tion was obtained that a similar outbreak of 
gastro-enteritis had occurred at the camp 
three weeks previously. Although the out- 
break was reported to the local health depart- 
ment, it was not reported to the state office. 
Toward the latter part of August, 1952, re- 
ports of infectious hepatitis occurring among 
persons who had been at the camp during 
the outbreak of gastro-enteritis came to our 
attention. .\ complete epidemiological investi- 
gation was instituted immediately. 

Collection of Data—The homes of all 
campers and staff members who were at the 
camp during the period July | to July 10, 
1952, were visited and histories obtained. In 
addition to the identifying data for each 
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camper, information was obtained as to the 
date of arrival at and departure from the 
camp and the name or number of the cottage 
in which they resided. Histories were obtained 
of gastro-enteritis or other illness while at the 
camp, including date, time of onset, and dura- 
tion. 

Information was obtained of food eaten 
other than in the dining hall including type 
and source of the food. The campers were 
queried as to water drunk other than from 
the camp supply. Histories of swimming at 
the camp including the number of times were 
obtained. 

Each camper was queried as to illness and 
number of days ill after leaving the camp. 
Specific information as to the symptoms was 
collected for those who had been or who were 
ill at the time of the investigation. The fam- 
ily roster of each family was obtained with a 
history of visits to the camp and dates of such 
visits. 

Features of the Outbreak.—There were 291 
persons at the camp during the period July 
1 to July 10, 1952. During the night of Sun- 
day, July 6, 1952, an explosive outbreak of 
gastro-enteritis started at the camp. In all, 
122 cases occurred among the camp popula- 
tion of 291 persons, giving an attack rate of 
41.9 per cent. The illness was characterized 
by sudden onset with nausea, vomiting, 
diarrhea, abdominal cramps, and fever. The 
illness lasted from two hours to four days. 


Beginning on July 28, 1952, infectious 
hepatitis began to develop among persons 
who attended the camp during the period 
July 1 to July 10, 1952. The illnesses were 
characterized by insidious or sudden onsets 
with loss of appetite, nausea, vomiting, head- 
ache, lassitude, abdominal distress, fever, 
chilly sensations, jaundice, clay colored stools, 
and dark urine. Blood specimens were col- 
lected from a sample of the cases and appro- 
priate tests made ruled out the possibility of 
leptospirosis. 

Since it was not possible to perform liver 
function tests on all the patients, it was de- 
cided to set up criteria for those cases which 
would be called infectious hepatitis on the 
basis of the information obtainable. For the 
purpose of the study, in addition to those 
cases with jaundice, persons who had been 


INFECTIOUS HEPATITIS 


733 


ill at least seven days and who had had at 
least five of the six symptoms including loss 
of appetite, nausea, vomiting, headache, lassi- 
tude, and abdominal distress, were included 
as cases of infectious hepatitis. Using these 
criteria, there were 102 cases of infectious 
hepatitis among the 291 campers giving an 
attack rate of 35.1 per cent. In addition to 
these cases there were 19 other persons ill 
with symptoms suggestive of mild attacks of 
infectious hepatitis. 

The signs and symptoms of the 102 camp- 
ers who developed infectious hepatitis were 
in the order of frequency, loss of appetite 
(89.2 per cent), nausea (87.3 per cent), lassi- 
tude (85.3 per cent), jaundice (83.3 per cent), 
headache (78.4 per cent), abdominal distress 
(78.4 per cent), vomiting (71.6 per cent), 
chilly sensations (48.0 per cent), clay colored 
stools (42.2 per cent) and dark urine (40.2 
per cent). Fortunately no fatalities occurred 
although at least two persons are partially in- 
capacitated because of liver damage. 


In Table 1 and Figure / there are shown 
the dates of onsets of the gastro-enteritis and 
infectious hepatitis cases. It will be noted that 
two cases of gastro-enteritis had onsets on July 
3 and one case on July 4. It is possible that 
these persons obtained their infections else- 
where since they left the camp for several 


DATES OF ONSETS OF CASES OF GASTRO-ENTERITIS 
AND OF INFECTIOUS HEPATITIS AMONG CAMPERS 
AT A CHURCH CAMP IN TENNESSEE, 1952 


Date of | Gastro- Infectious Date of  Gastro- Infectious 
Onset Enteritis Hepatitis Onset Enteritis Hepatitis 

Total 122 102 Aug. 5 12 

6 13 

July 3 2 7 4 

4 1 8 8 

5 4 9 3 

6 34 10 8 

7 42 11 2 

8 23 12 5 

9 7 18 2 

10 1 14 1 

15 

28 1 16 3 

29 1 17 4 

30 1 18 3 

31 1 19 1 

20 1 

Aug. 1 7 21 2 

2 1 
3 6 
4 4 Unknown 8 1 
Taste 
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hours on July 3. The histories of onset of four 
cases on July 5 may be incorrect because of 
the time elapsing before the histories were 
taken. Thirty-four cases had onsets on July 
6, 42 cases on July 7, 23 cases on July 8, seven 
cases on July 9, and one case on July 10. 
The onset of the first case of infectious 
hepatitis occurred on July 28, 1952 and the 
last case on August 21, 1952. Assuming that 
the infection took place on Sunday, July 6, 
1952 (justification for this assumption is 
given below), the minimum incubation period 
of the infectious hepatitis was 22 days, the 
maximum 46 days, and the median 33 days. 
The attack rates per 100 cases of gastro- 
enteritis and infectious hepatitis by age are 
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presented in Table 2. The majority of the 
campers were in the age group 10-19 years. 
The 34 persons in the older age group were 
counselors and attendants. It would appear 
that the attack rate from gastro-enteritis was 
about the same in all age groups. For in- 
fectious hepatitis, the attack rates were the 
same for the age groups under 20 years of 
age but for the older age group, the attack 
rate was low. 

The attack rate of infectious hepatitis by 
sex is shown in Table 3. The attack rate of 
35.4 per cent in males was about the same as 
the attack rate of 34.8 per cent in females, 
and there was no significant difference be- 
tween the attack rates of males and females by 


NUMBER OF CASES OF GASTRO-ENTERITIS AND OF INFECTIOUS HEPATITIS 
BY DATE OF ONSET AMONG CAMPERS AT A CHURCH CAMP IN TENNESSEE, 
1952 
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age group. Lilienfeld et alii? found in their 
study of infectious hepatitis occurring during 
a period of one year in a housing project in 
Baltimore, Maryland, that the total attack 
rate for females was greater than that for 
males and that there was a tendency for the 
rate to be higher in females than in males 
in the older age groups. In their study 
they were dealing with multiple sources of 
infection. In our study, it would appear that 
when there is an equal, simultaneous ex- 
posure to a common source males are affected 
at the same rate as females. 


The families of the cases were followed for 
a period of three months after the onsets of 
the primary cases to determine the frequency 
of secondary infection. Members of families 
who had been given immune serum globulin 
after the onset of the primary cases were ex- 
cluded. No secondary cases occurred among 
this group. Among persons not receiving im- 
mune serum globulin, there were 247 ex- 


ATTACK RATES PER 100 FROM GASTRO-ENTERITIS 
AND FROM INFECTIOUS HEPATITIS BY AGE 
GROUP AMONG 291 CAMPERS AT A CHURCH 
CAMP IN TENNESSEE, 1952 


Number Gastro-Enteritis Infectious Hepatitis 
Age of Number Attack Rate Number Attack Rate 
Group Campers of Cases Per 100 of Cases Per 100 
Total 291 122 41.9 102 35.1 
5-9 Years 7 5 * 3 
10-14 Years 150 64 42.7 55 36.7 
15-19 Years 97 41 42.3 40 41.2 
20 Years 
and Over 34 12 35.3 4 11.8 
Unknown 3 ‘ 


*Rate not computed when number of campers was less than 10. 


TABLE 2 


ATTACK RATES PER 100 FROM INFECTIOUS 
HEPATITIS BY SEX AND AGE GROUP AMONG 291 
CAMPERS AT A CHURCH CAMP IN TENNESSEE, 1952 


Male Female 
Age GroupNumber of Cases Rate Numberof Cases’ Rate 
(Years) Campers Per 190 Campers Per 100 
Total 127 45 35.4 164 57 34.8 
5-9 3 1 4 
10-14 63 2 38.1 87 31 35.6 
15-19 41 16 39.0 56 24 42.9 
20 and 
Over 19 4 21.1 15 0 

Unknown 1 2 


*Rate not computed when number of campers was less than 10. 
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posures and 13 secondary cases, giving an 
attack rate of 5.3 per cent. This is the lowest 
secondary attack rate from infectious hepatitis 
that has been reported. Since the economic 
status of the families of the campers was above 
the average, it is possible that the practice of 
personal hygiene in the homes was partly re- 
sponsible for the low rate. It is interesting to 
note that of the thirteen secondary cases, 
seven were mothers. This finding suggests 
that the close contact of the mothers in caring 
for their children was responsible for the 
frequency of infection among the mothers. 
The incubation periods of the secondary cases 
ranged from 15 to 38 days. 


The attack rates of gastro-enteritis and in- 
fectious hepatitis among residents of cottages 
at the camp are presented in Table 4. It will 
be noted that both infections were widespread 
throughout the camp. It would appear that 
the attack rates for both infections were about 
the same in all cottages except perhaps in the 
cooks’ and faculty cottages. 

Two hundred and thirty-six or 81.1 per 
cent of the 291 persons at the camp went in 
swimming at least once. Among the 236 per- 
sons who went in swimming there were 106 
(44.9 per cent) cases of gastro-enteritis and 91 
(38.6 per cent) cases of infectious hepatitis, 
and of those who did not go in swimming, 
the percentages ill were 29.1 and 20.0 respec- 


ATTACK RATES PER 100 FROM GASTRO-ENTERITIS 
AND FROM INFECTIOUS HEPATITIS BY COTTAGE 
AMONG 291 CAMPERS AT A CHURCH CAMP IN 
TENNESSEE, 1952 


Gastro-Enteritis 
Number Attack Rate 


Cottage Number 
Number of 


Infectious Hepatitis 
Number Attack Rate 


or Name Campers of Cases Per 100 of Cases Per 100 
Total 291 122 41.9 102 35.1 
1 25 12 48.0 13 52.0 
2 22 13 59.1 7 31.8 
3 26 9 34.6 10 38.5 
4 24 14 58.3 8 33.3 
5 21 6 28.6 6 28.6 
6 22 31.8 9 40.9 
7 26 10 38.5 11 42.3 
8 25 12 48.0 8 32.0 
9 18 8 44.4 7 38.9 
Lodge 46 24 52.2 17 37.0 
Cooks 16 1 6.2 2 12.5 
Faculty 11 2 18.2 0 
Infirmary 2 1 1 
Unknown 7 3 


*Rate not computed when number of campers was Jess than 10. 


TABLE 3 


TABLE 4 
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tively. Thus the percentages ill were higher 
among the group who went in swimming than 
among those who did not. 

Only 31 persons with gastro-enteritis and 
24 persons with infectious hepatitis gave a 
history of eating elsewhere than in the dining 
hall. The majority of those persons had 
bought cakes and candies at the canteen. A 
few had eaten food sent into the camp by 
families. Only eleven persons had drunk 
water from sources other than the camp 
supply. 

On Sunday, July 6, 1952, there were 58 
persons who visited the camp. Of this group, 
29 drank water from the camp supply, five 
ate food in the dining hall, and five went in 
swimming at the camp. Five cases of infec- 
tious hepatitis developed among these vis- 
itors. All five drank water at the camp, two 
went in swimming, and one ate in_ the 
dining hall at the camp. The onsets of these 
cases were on August 5, August 7, August 
8, August 10, and September 1. In addi- 
tion to the visitors on Sunday, July 6, there 
were 16 visitors during the period July | to 
July 5 and seven during the period July 7 to 
July 9. Nine of these 25 visitors drank water 
at the camp, four ate in the dining hall, and 
two went in swimming. There was no illness 
among this group. 


INVESTIGATION AT THE CAMP 


Description of the Camp—The camp is 
owned by a church organization and is rented 
to various groups for periods of two weeks 
during the summer months. It is located in a 
narrow valley on the western side of the High- 
land Rim Section of the State. This section 
is typical of a great part of Middle Tennessee 
in that the top soil is underlaid with lime- 
stone with frequent outcroppings. 

The camp area comprises approximately 
forty acres of land. The situation of the build- 
ings, utilities, et cetera, is shown in Figure 2. 
There are 23 buildings, 13 of which are usual- 
ly used as living quarters, although only 12 
were in use during this particular camp 
period. When the camp is rented for mixed 
groups, cottages numbered one through five 
in the lower part of the camp are used by 
males while the cottages in the upper portion 
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of the camp are used by females. There is a 
combination kitchen and dining hall where 
all food is prepared and served except for 
commercial cakes, candies, soft drinks et 
cetera, which are sold in a canteen in the Ad- 
ministration Building. A small creek runs 
through the area and is dammed at the lower 
end, forming a lake of approximately one 
acre which is used for swimming. 


The water supply for the camp is obtained 
from a spring which empties into the lake. 
Connected to the water supply in the spring 
house is a positive displacement hypochlor- 
inator. The water is pumped by an electrical- 
ly driven centrifugal pump from the spring 
house to a reservoir located on a ridge above 
the camp. From this point the water passes 
by gravity through the distribution system to 
the various buildings. In addition to the 
spring used for the water supply, there is an 
open unprotected spring in the camp area 
which is high in mineral content. 


A main sewer line extends from the upper 
part of the camp area to below the dam where 
it ends in a septic tank with disposal field. 
The main sewer line extends between the 
spring used as the source of water and the 
lake. Sewer lines extend from each building 
and connect with the main sewer line. 

Food Supply and Preparation.—A dietitian, 
who has been in charge of a school lunch- 
room in Nashville for more than ten years 
and who was found to have an excellent 
knowledge of food sanitation, was in charge 
of food planning and preparation. There 
were five cooks and ten waitresses. The wait- 
resses took no part in the preparation of the 
food. These persons, as well as the caretaker, 
were employed by the organization owning 
the camp and remained at the camp through- 
out the camp season. 

During the first investigation at the time 
of the gastro-enteritis outbreak in July, nega- 
tive histories of enteric infection were ob- 
tained from the staff. Stool specimens col- 
lected at that time were negative for patho- 
genic organisms. Histories of infectious hep- 
atitis in these persons prior to the camp 
period were negative except for one waitress 
who had had the disease more than one year 
previously. 


It was found on investigation that the re- 


TUCKER ET AL.: INFECTIOUS HEPATITIS 737 


frigeration and storage of food was done in 
an approved manner. Sterilization of dishes, 
utensils, et cetera, was done with an electric 
hot water sterilizer with proper temperature 
control. Pasteurized milk was obtained from 
an approved pasteurization plant in Nash- 
ville. It was delivered and stored at proper 
temperature. 


Garbage and Insect Control—Garbage and 
refuse from the kitchen were placed in cov- 
ered cans and were carried away daily by 
farmers in the neighborhood. Fly control was 
good, as evidenced by the fact that very few 
flies were noted. Inspection of the creek and 
lake revealed that mosquitoes were not breed- 
ing in them. No evidence of an unusual num- 
ber of biting insects was found. All buildings 
were adequately screened. 


Description of the Cottages—With the ex- 
ception of the Lodge, the cooks’ cottage, the 
faculty cottage, and the infirmary, the cot- 
tages were divided into two parts with sleep- 
ing space and a bath in each part. A counse- 
lor and ten to twelve campers resided in each 
section of a cottage. The space provided for 
sleeping was insufficient for the proper spac- 
ing of cots when this number of persons slept 
in the cottages. A similar situation existed in 
the Lodge where 46 persons resided. 


The Swimming Area.—The lake was sub- 
ject to surface contamination. The two 
springs previously noted emptied into the 
lake. Specimens of water collected on several 
occasions from the swimming area showed 
high bacterial counts and positive coliform 
organisms in all ten milliliter portions. No 
history of infectious hepatitis was obtained 
from persons living on the watershed of the 
creek and lake. 


The Water Supply—The spring from 
which water is obtained for the camp and 
the reservoir were protected from surface con- 
tamination. Samples of treated water obtained 
from the water system on July II, 1952, 
showed adequate treatment. A good residual 
of chlorine was found. Samples of raw water 
taken from the spring on several occasions 
showed high bacterial counts and were posi- 
tive for coliform organisms in all ten milli- 
liter portions. Since shallow wells and springs 
in this area, though protected from surface 
contamination, usually show contamination 
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because of subsurface limestone formations, 
a search was not made for possible subsurface 
pollution in July 1952. 

It was discovered on further investigation 
that although the main sewer line was con- 
structed of metal sewer pipe with lead sealed 
joints, the sewer lines extending from the 
cottages to the main sewer were laid with 
terra cotta pipe. A clean out wye in the main 
sewer line, located in the lower part of the 
camp near the septic tank, was opened and 
the sewer line plugged. One-eighth of a pound 
of sodium fluorescen was placed in each com- 
mode in cottages 3, 4, and 5, and the com- 
modes flushed repeatedly. These cottages 
were selected because they were above and 
nearest to the spring. The dye appeared in 
the spring water 70 minutes after being placed 
in the commodes. Then it was decided to de- 
termine which cottage sewer line was re- 
sponsible for the contamination of the spring. 
Since cottage No. 3 was closer to the spring, 
the sewer line connecting that cottage with 
the main sewer line was plugged at its junc- 
ture with the main sewer. The dye appeared 
in the spring water 40 minutes after one quar- 
ter of a pound of sodium fluorescen had been 
placed in each commode in cottage No. 3. It 
is interesting to note that repeated tests on 
the raw water from the spring have been 
negative since all terra cotta sewer pipes have 
been replaced throughout the camp with 
metal sewer pipes with lead sealed joints. 


COMMENTS 


The investigation disclosed that ex- 
plosive outbreak of gastro-enteritis occurred 
at the camp followed by an outbreak of in- 
fectious hepatitis. The explosiveness of the 
outbreak and the simultaneous occurrence of 
the gastro-enteritis throughout the camp 
point to a common source of infection. The 
occurrence of infectious hepatitis among vis- 
itors to the camp on Sunday, July 6, 1952, in- 
dicates that the infections probably took place 
on that date. 


The explosiveness of the outbreak of gastro- 
enteritis and the spread of the incubation 
periods of the infectious hepatitis cases elim- 
inate from consideration transmission of the 
infection from person to person. In person to 
person transmission of infectious hepatitis 
there is usually a gradual increase in the num- 
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ber of cases, with new cases developing over 
a period of two months or more, when this 
size population is involved. 

Although the number of flies noted was 
few, the pattern of the outbreak does not fit 
the usual picture of filth-borne diseases trans- 
mitted by this insect. Even though biting 
insects have not been incriminated in the 
transmission of infectious hepatitis, the num- 
ber found did not warrant their considera- 
tion as a mode of transmission. It has been 
shown that infectious hepatitis may be trans- 
mitted through improperly sterilized needles 
and syringes when injections are given. Since 
no inoculations were given to the campers 
after their arrival at camp, the possibility of 
the transmission of the disease by this means 
need not be considered. 


Since the campers had been sent home 
prior to the time the report of the outbreak 
of gastro-enteritis was received, it was not pos- 
sible to obtain food histories from the campers. 
The attack rates would not have been ex- 
pected to have been so high if the infections 
had been transmitted through food, unless a 
relatively large amount of a single food served 
had been contaminated. The investigation of 
the food handling and preparation did not 
reveal any information which would point to 
the transmission of the infections by this 
means. Since outbreaks of infectious hepatitis 
did not occur in other localities where milk 
from the same pasteurization plant was con- 
sumed, transmission of the infections through 
milk need not be considered. 


The sudden onset of cases of gastro-enter- 
itis, the wide and general distribution of cases 
of gastro-enteritis and infectious hepatitis 
throughout the camp population, the prev- 
alence of infectious hepatitis among visitors 
to the camp who drank water from the camp 
supply, the finding of pollution in the spring 
used for the source of the water and the way 
the spring became polluted, all point to the 
water supply as the source of the infections. 
The occurrence of gastro-enteritis outbreaks 
preceding typhoid fever epidemics has long 
been recognized*® as one of the character- 
istics of water borne typhoid epidemics. In 
three of the reports! ® ® of infectious hepatitis 
transmitted through water  gastro-enteritis 
outbreaks preceded the infectious hepatitis. 
This represents transmission of the etiological 
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agents of two diseases with different incuba- 
tion periods by a vehicle from a common 
source. 


Although no definite information could be 
obtained to confirm the fact, in all probabil- 
ity, there was a break in the chlorination of 
the water supply on Sunday, July 6, 1952; 
otherwise, the outbreak of gastro-enteritis 
probably would not have occurred. Chlorina- 
tion of the water probably would not have 
affected the occurrence of the infectious 
hepatitis since Neefe et alii!® have shown that 
the amount of chlorine used in the chlorina- 
tion of water supplies does not inactivate or 
attenuate the virus of infectious hepatitis. 


There was a significant difference found 
between the attack rates from gastro-enteritis 
and infectious hepatitis among persons who 
went in swimming and those who did not. For 
this reason, it is not possible to exclude en- 
tirely the swimming area as a source of in- 
fection. It is quite possible that infections 
were obtained both from the water supply 
and the swimming area, as polluted water 
from the spring flowed into the lake. It is our 
opinion that the swimming area played a 
minor part in the infections because of the 
dilution factor present and because persons 
who did not go in swimming had both 
diseases. 


There were 24 boys and two counselors 
who resided in cottage No. 3 during the camp 
period. No history was obtained that any per- 
son in this cottage was ill just prior to the 
gastro-enteritis outbreak. Among the 16 per- 
sons who did not contract infectious hepatitis, 
no history of their having had infectious 
hepatitis previously was obtained, and no 
history was obtained that any of these persons 
had an illness suggestive of infectious hepa- 
titis during the previous twelve months. Two 
of these campers were possibly exposed to 
the disease during April and May, 1952, since 
at least two cases of infectious hepatitis oc- 
curred in a school which they were attending 
at that time. It is possible that one of these 
boys could have had a mild or subclinical at- 
tack of infectious hepatitis and was discharg- 
ing the virus from his intestinal tract during 
the time he was at camp. 


CONCLUSIONS 


(1) A report is given of an explosive out- 
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break of gastro-enteritis followed by an out- 
break of infectious hepatitis which occurred 
among campers at a summer camp in Ten- 
nessee during the period July 1, 1952, to July 
10, 1952. 


(2) The gastro-enteritis attack rate among 
persons at the camp was 41.9 per cent 
and the infectious hepatitis attack rate among 
the same group was 35.1 per cent. 

(3) The age specific attack rates from in- 
fectious hepatitis indicated that the infection 
was less common in the age group 20 years 
and over than in the age groups 10-14 years 
and 15-19 years. The attack rates among males 
were the same as among females. 

(4) The minimum incubation period for 
infectious hepatitis was found to be 22 days, 
the maximum 46 days, and the median 33 
days. 

(5) Evidence is presented to show that the 
water supply of the camp was the source of 
the gastro-enteritis and infectious hepatitis 
infections. By the use of sodium fluorescen it 
was possible to demonstrate that the spring 
used as a source of water for the camp was 
being polluted through a break in a sewer 
line extending from one of the cottages to 
the main sewer line. 
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DISCUSSION (Abstract) 


Dr. A. L. Gray, Jackson, Miss—This is an unusual 
water-borne outbreak of infectious hepatitis following 
an explosive outbreak of acute gastro-enteritis. 

Among other things, this paper gives an opportunity 
to study the incubation period in a sizable number 
of cases in which the time of infection and onset of 
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disease can definitely be determined. The findings 
re-emphasize a rather long and variable incubation 
(22 to 48 days) of the disease when transmitted under 
the circumstances under which it occurred. This has 
been noted as one characteristic of the disease. I have 
the impression that the incubation period in this 
group of cases is somewhat longer than usual in 
familial spread. This might be expected when one 
realizes that in familial spread there is usually day- 
to-day infection over a period of several days which 
might tend to cause the total amount of infection in 
familial contacts to be greater than in this outbreak. 


One point brought out in this study was the relative 
infrequency of secondary cases in familial contacts. 
In the 247 family contacts who did not receive glob- 
ulin the attack rate was only 5.3. In Mississippi it has 
been noted that when a case occurred in a family, 
usually one or more other cases developed. This was 
particularly true in 1952 when gamma globulin was 
less frequently used in household contacts than has 
been the case in 1953. 


Since this paper deals primarily with water trans- 
mission of the causative organism and since this is 
probably less frequent than other methods of trans- 
mission, I should like to present a few facts about 
evaluation of the disease in a community in which a 
very unusual prevalence has developed and continues 
to develop in Mississippi. In a town of about 1,500 
people and a rural area within a five-mile radius of 
this town involving an additional estimated population 
of 3,000, a rather serious epidemic has developed 
slowly and is still in progress. From July 1 to Decem- 
ber 31, 1952, there were 10 cases reported. In the six- 
month period January 1 to June 30, 1953, 13 cases 
were reported. Since July 1, 1953, new cases have rap- 
idly increased with 15 cases in July, 50 in August, 57 
in September, and 54 through the first three weeks of 
October. There is no evidence of abatement. 


Many interesting points are coming to light with 
continuing study of this community spread of the 
disease. Of the 198 cases reported to date in the com- 
munity episode, 127 were in the age group 20 and 
over, 20 were 15 to 19 years, 23 were 10 to 14 years, 
and 29 were 9 years or younger. A very large majority 
of cases show contact with previous cases at about the 
proper interval before onset to indicate spread prima- 
rily by contact. The 198 cases involved 168 families. 
In 21 families which have been more completely 
studied secondary cases occurred in one-third of the 
family contacts of index cases who received gamma 
globulin. In the family contacts who did not receive 
globulin the attack rate was 63.6 per cent, indicating 
further the effectiveness of globulin as a prophylactic 
measure. 


Some information has developed which indicates 
that this epidemic might be altered considerably if 
globulin could be made available to all close contacts 
of cases rather than to familial contacts only as has 
been the case in the past. The attack rate in family 
contacts given globulin has been approximately one- 
half that in those without globulin. For this reason 
efforts are being made to secure globulin for all close 
contacts of cases and to ferret out such contacts. 
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The increasing frequency of recognition of this 
disease and the apparent increase of actual incidence 
on a nation-wide basis points up the increasing im- 
portance of the possibility of water transmission as 
was illustrated in the outbreak just described. All evi- 
dence available in Mississippi indicates that the disease 
has shown a marked general upward trend over the 
state and that wide-spread, slowly developing intensive 
community episodes are becoming more evident. Cer- 
tainly the disease has come to light more frequently 
in Mississippi with 872 cases reported in the first nine 
months of 1953 compared to 250 and 36 cases re- 
spectively in 1952 and 1951. In addition to this, in- 
creasing availability of globulin and evidence of its 
prophylactic effectiveness points to the urgency of 
more attentions being given to control of hepatitis 
through better diagnosis and reporting by private 
physicians and more alertness by health departments 
toward evaluation of the problem and institution of 
control measures. The outbreak described by Dr. 
Tucker, the apparent general increase over the nation 
and the facts known about the disease as to trans- 
mission and duration of illness, suggest that it is urgent 
that the public health agencies develop a sound epi- 
demiological and control approach to this problem 
without further delay. 


Dr. A. D. Langmuir, Atlanta, Ga—There have been 
only a few other epidemics that are clearly water- 
borne, such as the one that Dr. Stokes reported from 
Pennsylvania and Dr. Gould from the Italian cam- 
paign in 1945. The low secondary attack rate which 
Dr. Tucker observed, compared with the high attack 
rates reported in many contact epidemics, is interesting. 
We need many more studies of both types, the com- 
mon source and the contact outbreaks. With the 
availability of gamma globulin we ought to be able 
to control these outbreaks more successfully than we 
are now doing. 


Dr. Tucker (closing)—A discussion of one possible 
mode of transmission of the virus was not included in 
the paper. I mentioned the fact that a church group 
owned the camp. The campers during the period July 
1 to July 10 were from another denomination. It is 
the custom of this denomination to use a common 
communion cup. Since communion was held daily 
at the camp by this group, the question arose as to the 
possibility of the viruses being transmitted by means 
of the common cup. Since this denomination permits 
communion to be taken by a person only after con- 
firmation, and since persons are not usually confirmed 
until twelve years of age, it was possible to determine 
the attack rates from infectious hepatitis in those 
participating and those not participating in com- 
munion. No significant differences were found be- 
tween the attack rate for those under twelve years of 
age and for those twelve years of age and over. 

Our experiences in Tennessee with the use of gamma 
globulin in outbreaks of infectious hepatitis have been 
similar to those of Dr. Gray in Mississippi. We have 
given gamma globulin on a mass basis in several 
schools where outbreaks of this disease were occur- 
ring. It has been most effective in stopping the 


spread of the disease. 
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Perhaps no class of patients beats upon the 
physician’s door with more importunate des- 
peration than those with headache. It has 
been estimated that there are in the United 
States eight million sufferers from migraine 
alone; that 50 per cent of all patients seeking 
the doctor’s help have headache as one of 
their chief complaints. It has been said that 
sixteen billion aspirin tablets are sold in this 
country every year at a cost of over $90,000,000. 

It is my purpose to boil down the hundreds 
of papers (and not inconsiderable number of 
books) into something the busy practical man 
can use in the twenty to thirty minutes he can 
spare from his schedule for a single patient. 

Classification —-In the not too distant past, 
the headache patient who stepped into the 
doctor’s office was likely to get a diagnosis of 
one of two things, sinusitis or migraine. Now 
we know, that of all things the headache is 
likely not to be, it is chronic sinusitis; and 
migraine is rapidly being separated into its 
component parts. 

At the present moment, for practical pur- 
poses, the following headings stand out: 

(1) ‘Tension headache 

menstrual) 

(2) Migraine 

(3) Myalgia (rheumatoid, fibrositis) 

(4) Post-traumatic (whip-lash, subdural hematoma, 
cervical disc, scars, meningeal adhesions, dislo- 
cations, depressed skull fracture) 

(5) The ear, the eye, the nose, and the teeth 

(6) Brain tumor (new growth, aneurysm, abscess, 
angioma) 

(7) Allergy (histamine) 

(8) The neuralgias (trigeminal, glossopharyngeal, 
herpetic, supra-orbital, occipital, and the rare) 

(9) Systemic diseases (hypertension, syphilis, arterio- 
sclerosis, temporal arteritis, peripheral vascular 
disease, brucellosis, polycythemia, hypoglycemia) 
Toxic (carbon monoxide, benzene, lead, etc.) 
Congenital and other malformations (platybasia, 
craniostenosis, Klippel-Feil, Arnold-Chiari) ® 

(12) Epilepsy equivalent 

Epilepsy Equivalent.—This schedule I be- 

lieve to be approximately in the order of 


(psychogenic, menopausal, 


(10) 
(11) 


*Read in Section on General Practice, Southern Medical As- 
sociation, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 
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frequency. The position of allergy, for ex- 
ample, may surprise you, but my experience 
has paralleled that of Moench, that these 
headaches constitute not more than 4 per cent 
of the total. You may disagree with the place 
assigned to systemic diseases, but as Wolff® has 
pointed out, only an occasional chronic head- 
ache can be related to structures or events oc- 
curring outside the locus of the head and 
neck. 


History.—The history then, can be concen- 
trated about the head and neck. It should be 
carefully taken, but can often be more con- 
fusing than helpful. The location of the pain, 
for example, is of little help except in a gen- 
eral way. As Gay and Abbott! have pointed 
out, the headache associated with injuries of 
the neck may be severest in the frontal region. 
However, if you will draw an imaginary line 
from the point of the jaw through the exter- 
nal auditory meatus, to the vertex, headaches 
from pathology in front of this line, from the 
teeth, nose, eyes, aneurysms of the circle of 
Willis, brain tumors above the tentorium, will 
start, or will hang on when they are least in- 
tense, in the forward part of the head. Patho- 
logic conditions behind this line, retropharyn- 
geal abcess, malignancies of the nasopharynx, 
cervical disc, myalgias of the neck muscles, 
will produce headache which starts or remains 
in the stage of its least intensity, in the occipi- 
tal region. 

I have found it most helpful to take this 
same table of classification, and relate the 
story of the patient to its various subdivisions. 


Tension.—Any chronic pain which is severe 
enough makes its own tension. The abnormal 
emotional situation must have time and place 
relationship, like that of the housewife of 
whom Friedman® has told, whose headache 
coincided closely to the frequent visits of her 
father-in-law. She knew, though she had told 
no one else, that he had tried to seduce her 
six-year-old daughter. 

Tension headache originates in the back of 
the neck and radiates into the eye and supra- 
orbital regions, but it has no monopoly on 
this pattern. It is often relieved by resting the 
head upon the hands, a position that gener- 
ally makes allergic (or histamine) headache 
worse. It is almost always improved by a good 
vacation, absorbing book or a lurid movie. It 
is accompanied by insomnia, loss of appetite, 
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irritability, distraction, and often tears. A 
good cry is sometimes better than codeine. 

I recall a 65-year-old man, the laziness of 
whose two sons was a source of constant irri- 
tation and many violent scenes. When he be- 
gan to develop headache each morning as his 
wife awoke him to go to work, it was only 
natural to suppose it stemmed from a subcon- 
scious resentment at his having to labor while 
his sons loafed. His neurological examination 
was negative. Only the insistence of his fam- 
ily physician, who did the spinal tap and 
found a high spinal fluid protein, forced me 
to do special studies. He had a sphenoid wing 
meningioma, was operated upon, and is well 
today. 


Migraine.—Migraine has a definite pattern. 
It is an episodic, one-sided headache, often 
starting before age fifteen, and frequently pre- 
ceded by an aura. It is long lasting, usually 
over eight hours, and comes on when the pa- 
tient is feeling especially fit. It follows the 
course of the external carotid artery and its 
branches, and at its height, the temporal ar- 
tery can be seen to be enlarged and pulsating. 
Pressure on this artery gives some relief, in 
contradistinction to temporal arteritis, where 
pressure causes pain. It is frequently absent 
in pregnancy and after menopause. It is often 
controlled by the early administration of er- 
gotamine, but this cannot be relied upon as 
pathognomonic, for the same drug will relieve 
the pain of aneurysm, tension headache, and 
hypertension in some cases. Any so-called mi- 
graine which does not closely follow this pat- 
tern should receive further investigation. 


Myalgia.—Myalgia or fibrositis of the neck 
is very common, but only occasionally becomes 
so severe as to be referred to a neurosurgeon. 
It is a constant, nagging occipital headache, 
associated with pain between the shoulders 
and soreness of the neck. Painful small nod- 
ules appear along the neck muscles which, if 
pressed, intensify the headache and its radia- 
tion into the frontal or temporal region. Ex- 
posure to draughts and cold aggravates it, and 
it is relieved by heat, massage, and support of 
the neck. 


Post-Traumatic. — Post-traumatic headache 
needs more than a cursory thought. There are 
estimated to be over 200,000 head injuries in 
this country every year, and they are becom- 
ing more and more of a problem. Here, dura- 
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tion is of great importance. The ordinary post 
concussion headache is usually gone in three 
months, and any extensions over that time, 
demand that subdural hematoma, depressed 
skull fragment, scars along extracranial nerves, 
or injury to the neck must be sought. 

C. S., a fourteen-year-old boy, was brought in be- 
cause of headache, constant, disabling, with a history 
of head injury a long time before, and a more recent 
story of difficulty at school. X-rays showed a simple 
fracture without depression in the exact area of the 
pain. Under local anesthesia, a large trephine open- 
ing was made, and a small spicule of bone found 
pointing directly into a branch of the middle menin- 
geal artery. At the moment it was removed the patient 
declared the headache gone, and it has not returned. 

As for the neck, turning the head sharply 
to one side, or forward on the chest, may ag- 
gravate a cervical injury, while rest on the 
back without a pillow may relieve it. 

Brain Tumor.—Approximately one out of 
every 200 deaths is caused by brain tumor.* 

Any ophthalmoplegic migraine is suspect of 
being an intracranial aneurysm, until other- 
wise proved. 

Headaches of brain tumor may be of any 
type, anywhere, and neurologic findings may 
be so scanty as to be easily overlooked, par- 
ticularly if the tumor is benign. 

Any headache which has begun in recent 
years or months, is getting gradually but re- 
lentlessly worse, that recurs in the same situa- 
tion, that often awakens the patient early in 
the morning, that is accentuated by coughing, 
stooping, straining, or shaking the head, 
should be suspect.? 


Allergy.—These are usually associated with 
some history of allergy. They are unilateral, 
excruciating, short episodes of crescendo- 
diminuendo pattern, recurring more often 
than migraine, of temporal, frontal, or zygo- 
matic location. They usually start after age 30, 
and are often relieved by standing erect. They 
are associated with tearing of the eye, swelling 
of the lids, and stuffiness of the nose, but this 
again is not pathognomonic, as the same thing 
has been described in aneurysm by Hamby,” 
in*temporal arteritis, Charlin’s syndrome,* and 
trigeminal neuralgia. Peptic ulcer, as an aux- 
iliary finding suggests histamine headache. 

Neuralgia.—Particularly trigeminal and 


glossopharyngeal neuralgia are pattern dis- 
eases. They follow the most definite distribu- 
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tion of all the head pains. When of the “tic” 
variety, the pains are of momentary duration, 
are set off by trigger points, are worse in the 
winter. When trigeminal neuralgia is the re- 
sult of traumatic scar over one of its branches, 
or at the base of the skull near the ganglion, 
or is the result of tumor, it is usual to find 
some loss of sensation over the dermatome of 
that branch. In such cases the pain is more 
prolonged, or is constant. 


Temporal arteritis is often accompanied by 
fever, and blindness may occur on the side of 
the pain. The only manifestation of secondary 
syphilis may be headache, and it may last up 
to two years. Hypoglycemia may be related to 
meals. Congenital anomalies about the atlanto- 
occipital junction are associated with unusual 
stance and stiffness of the neck. 

Epilepsy equivalant is a new entity of great 
interest. Friedman and Cohn’ found abnor- 
mal electroencephalographic changes in al- 
most one-half of a series of cases of true mi- 
graine, and those with abnormal slow activity 
responded well to anticonvulsant medication. 


Examination.—The examination of the pa- 
tient with the headache is never a dull rou- 
tine. For best results the patient must be seen 
in one of his attacks, for then it is that one 
can determine how he can be relieved. 


For example, a tooth can send pain into 
the temple or the ear, pain which can imme- 
diately be relieved by injecting procaine into 
the gum at the suspected site. Pain originating 
from the nose can be stopped by placing a 
pledget of cotton soaked in local anesthetic 
solution between the turbinates. Supraorbital 
neuralgia caused, for example, by a_post- 
traumatic scar along the course of the nerve, 
can be controlled by injecting procaine into 
the supraorbital notch. Temporal arteritis can 
be relieved by injecting procaine along the 
course of the temporal artery. The occipital 
headache of cervical disc will yield to manual 
traction of the head upward from the trunk. 
Ergotamine will help migraine if given early, 
and a very small intravenous injection of 
epinephrine will usually stop an allergic head- 
ache in its tracks. 


I shall never forget the excellent charge nurse at one 
of my hospitals who was having to leave work for an 
hour or two, three to four days a week, because of 
excruciating headache. Though a person of fine char- 
acter, she had come to be suspected of pilfering nar- 
cotics for her own use. I was called to see her at the 
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height of one of her headaches. She was in severe dis- 
tress, the painful side of her face was swollen and red, 
her eye was injected, and she gave a definite allergic 
history. Although I warned her of the reaction, I had 
hardly finished injecting a few minims of epinephrine 
intravenously when she sat bolt upright in bed, her 
eyes flashing, “You’ve killed me,” she shouted, “I'm 
going to have a heart attack.” With as much calm as 
I could muster I pointed out that she was pretty loud 
for a corpse. When we finally got her quieted, her 
headache was completely gone and has been controlled 
ever since on small doses of dextroamphetamine. No, 
the examination for headache is never a dull routine. 

Besides a needle and syringe, you will need 
an otoscope, ophthalmoscope, nasopharyngo- 
scope and an educated finger. Bleeding or un- 
usual secretions from orifices should be asked 
about, and assiduously sought. That mount- 
ing pain behind a chronically draining ear 
may be an incipient brain abscess. Increased 
ocular tension in glaucoma can usually be 
felt, and the fundus will show deep cupping 
of the disc, while typical visual field defects 
can be brought out with the tangent screen. 
With the ophthalmoscope one may also see 
papilledema, uremic or diabetic deposits, or 
the small skein of an angioma representing a 
von Hippel-Lindau disease. 


Spinal tap is a must. Measure the pressure 
with a manometer; cell count, total protein, 
sugar, Wassermann should all be recorded. 


Ordinary instruments like a thermometer, 
reflex hammer, tuning fork, a pin and a blood 
pressure apparatus must not be neglected. The 
neurological examination should be as com- 
plete as possible. 


X-rays of the skull may show tumor or 
aneurysmal calcifications, enlarged or eroded 
sella, pineal shift, osteomyelitis, fractures, sig- 
nificant vascular markings, bone disease, or 
even occasionally an aerocele. 


Do not neglect the neck. Straightening ol 
the cervical spine, narrowed intervertebral 
spaces, erosion of the pedicles, widening of 
the interpeduncular spaces may make the di- 
agnosis of a disc or an intraspinal tumor. 
Fracture of the odontoid or platybasia may 
be seen on plain x-rays, and Arnold-Chiari 
complex or spinal tumor on myelogram. 


Therapy.—Ergotamine, and its related com- 
pounds represent a real advance in the relief 
of headache. However, it is just another pain 
relieving drug, its chief advantage over mor- 
phine being that it is not habit-forming. Its 
use may actually mask remediable conditions, 
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for it is effective often in the headache of 
aneurysm and of hypertension. Our ultimate 
goal must still be to find the cause and cure; 
or if not the cure, then lasting relief. 


Step by step these goals are gradually being 
realized for a large segment of the headache 
sulferers. Cure can be offered in some aller- 
gies, syphilis, cervical disc, subdural hema- 
toma, depressed skull fracture, many tumors 
both of the brain, and of the nose, throat 
and ear, platybasia, craniostenosis, fracture- 
dislocation of the odontoid, osteomyelitis, ab- 
scess. Now that we have hexamethonium to 
lower the blood pressure and control the 
bleeding during operation, cure can be ob- 
tained even of many intracranial aneurysms. 


Long lasting or permanent relief of pain 
can be offered in a still larger number of 
cases. In the myalgias it has been my experi- 
ence that injections of procaine and com- 
pound F (dihydrocortisone) in the region of 
the painful nodules has stopped the pain for 
weeks or months. In whip-lash injuries of the 
neck, halter traction, or in a few carefully 
selected cases, cutting of the high cervical 
spinal sensory roots has given us a very grate- 
ful patient. The pain of temporal arteritis 
can be stopped by resection of the artery. The 
psychiatrist can do much for the tension head- 
aches. Epilepsy equivalent can be controlled 
by phenytoin. And last but not least the neu- 
ralgias of the trigeminal nerve, the glossopha- 
ryngeal nerve, and perhaps the nervus inter- 
medius and the vagus can be controlled by 
surgical section. 

SUMMARY 


While recent discoveries in the physiology 
and temporary relief of headache have been 
most gratifying, our course as physicians must 
still be to find a cure or, if not a cure, a 
method of permanent relief. With present day 
knowledge, a large segment of headache cases 
can now have cure or permanent relief. It re- 
mains for the attending physician to recog- 
nize and separate these for definitive treat- 
ment. 
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DISCUSSION (Abstract) 


Dr. Eben Alexander, Jr., Winston-Salem, N. C.—I 
should like to say that any resemblance between a 
person who claims to know anything about the treat- 
ment of intractable headaches and myself is purely 
coincidental. This is a difficult subject, not only for 
the family physician, but for the physicians to whom 
they refer such patients. As I have gotten older, and 
I am not very old, I have become more humble about 
medicine in general; neurosurgery and headaches in 
particular. 

I should like to re-emphasize, as Dr. Chambers has 
already emphasized, the necessity for thoroughly ex- 
amining a patient with a headache, just as thoroughly 
as you would examine a patient with a gastrointestinal 
disorder. I am appalled, and I suspect that you are, 
too, at the patients who are referred with headaches 
or with some other problem who have never had a 
good general physical examination. It is in the arma- 
mentarium of every neurosurgeon to do a general 
physical examination as well as a neurological exami- 
nation when he sees a patient. That is often a pure 
repetition of what the family physician has already 
done, but it is surprising how often one finds things 
that were previously unsuspected. I should like to 
bring up two or three points. 


Many advances are being made now by our medical 
friends, particularly in the field of endocrinology. The 
solution of many of these problems is eventually going 
to be found in the realm of the metabolic and endo- 
crine disorders. Witness, for example, patients who 
say that when their headaches begin to subside, they 
have a profuse diuresis. I refer not to people with 
migraine, but tension headaches. Whether that is the 
cart or the horse and which comes first or last is hard 
to say. 

Tension headache is probably the most severe head- 
ache that a patient suffers. My own experience, in 
general, is that patients with brain tumors do not 
have as severe headaches as patients with so-called 
tension headaches. They may have a constant dull 
headache, but, with rare exceptions, it is usually not 
so severe and it is usually more amenable to sedatives 
and to analgesics. 


I do not think it is in our realm, as Dr. Chambers 
has said, to tell people not to worry. After all, they 
are human, they have their problems, financial, emo- 
tional, and social; they are going to worry, but I be- 
lieve the answer comes in telling the patient the cause 
of his headache. Many patients may have their minds 
relieved without having the headaches relieved, and 
sometimes that is the best we can do. There are per- 
sons who are born with headaches, and they are going 
to die with headaches, but they are happy in knowing 
that they do not have a brain tumor or some other 
serious illness. 
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I agree that a psychiatrist is important, but 1 feel 
that the family physician is much more important in 
the treatment of these patients. A patient can go only 
so many miles to a psychiatrist, can go only so many 
times a month, can afford only so much, but he can 
see his family physician whom he knows and depends 
upon, and if he has reassurance, in many cases, he 
will have that mental ease that he needs to stand the 
suffering he has with his headache. 


I should like to deprecate here the many procedures 
that have been introduced for the treatment of some 
tension headaches; by that I do not mean glossopha- 
ryngeal neuralgia but many of the so-called atypical 
facial pains and intractable headaches for which peo- 
ple have offered many procedures, including cervical 
sympathectomy. Those cases are helped by almost any 
dramatic procedure, whether an incision in the head 
or neck, an electric shock treatment, or any other sim- 
ilar episode, but the treatment is usually effective for 
only a short time. 


We have found that many patients with headaches 
of this intractable nature are helped for some reason 
or other by intravenous injection of histamine over a 
period of two or three weeks. Maybe in that way we 
are getting down to the metabolic etiology of some of 
the headaches, because we know that histamine does 
have some relationship to initiating response of the 
adrenal cortical hormone. Perhaps we are arriving at a 
more basic understanding in this particular form of 
treatment. 


The last thing I should like to emphasize is the 
treatment of so-called post-traumatic headache. Many 
times people have said “The patient was getting along 
well until compensation set in.” That is a common 
difficulty that you and I are only beginning to face. 
People are only beginning to get compensationitis, but 
I feel that patients with trauma are much better if 
they are ambulated early than if they are kept in bed 
for long periods of time and the severity of the injury 
is overemphasized. 

In my early days of training, and I think this is 
true of most neurosurgeons, we were taught, and it 
was common teaching, that patients who had a period 
of unconsciousness even for a few minutes should be 
kept flat on their backs in bed for ten days. By the 
time the patient stayed in bed for ten days, he was 
genuinely weak and dizzy when he got up, and it took 
him ten or twelve days to get on his feet again. 


If a patient recovers from a head injury, he should 
be ambulated early. If he wants to go home and you 
find, on careful examination, that he has no serious 
neurological disorder or any evidence of intracranial 
clot, he should be allowed to go home and should be 
followed. 


We follow our patient generally through the family 
physician. We call him, tell him he should follow the 
patient, and see him every two or three days. We em- 
phasize that the patient should not come back to us 
every few days or every week unless he becomes worse 
because in so doing the patient gets an idea that he 
is not cured and that we think he will have a lot of 
trouble, that we are worried about him. 


That presupposes a good rapport between the family 
physician and the specialist, but that is what we are 
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here for. We should have a close rapport in the care 
of these patients. 


Dr. Chambers (closing)—I am quite in agreement 
with Dr. Alexander. I am glad he brought out the 
point that one should not try to find a surgical opera- 
tion for every type of headache. It will only result in 
disappointment of the patients and poor patient-doctor 
relationship. 

I have refrained from speaking about these various 
things because the whole field of headache cannot be 
covered in twenty minutes. It should be understood, 
as Dr. Alexander says, that new procedures and un- 
usual procedures in surgery should be taken very cau- 
tiously. There are, however, established things which 
we can do and which do relieve a patient, and in some 
cases even save his life. 


THE EFFECTS OF TOBACCO SMOKING 
UPON THE RESPIRATORY TRACT* 


By Frencu K. Hanset, M.D. 
St. Louis, Missouri 


With the increase in the per capita con- 
sumption of cigarettes as well as other forms 
of tobacco, the deleterious effects of this 
agent upon the respiratory tract as well as 
other organs in the body are becoming more 
apparent to the medical profession. 

Recent surveys indicate that bronchogenic 
carcinoma, for example, has become a disease 
of first importance exceeding that of carcino- 
ma of the stomach. In 1912, Adler! could col- 
lect only 347 cases. Between 1938 and 1948, 
annual fatalities rose from 6,000 to 16,000; 
and, if the present trend continues, it is pre- 
dicted that by 1970 the annual death rate will 
increase to 47,000, making it the commonest 
cancer in men. In comparison the annual 
automobile death rate at this time is about 
37,000 and this rate is likely to progress along 
with that of cancer of the lung. 

Ochsner? and also Wyndner and Graham* 
say that although there has been some contro- 
versy concerning the tremendously increased 
incidence of ¢ancer of the lung, they are con- 
vinced that it is due to the increased use of 
cigarettes. In each decade beyond forty years 
of age, the incidence of cancer increases; how- 
ever, the incidence of bronchogenic carcinoma 
does not increase progressively up to the age 
of ninety but increases more rapidly than 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 
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other cancers up to the age of sixty-five in 
men and seventy in women. Ochsner further 
remarks that people seventy years of age or 
older do not and never have smoked as much 
as younger people do today and, therefore, 
the older persons have been subject to less 
carcinogenic effect of tobacco; on the other 
hand the decrease in this incidence of bron- 
chogenic cancer in older persons may be due 
to the fact that the heavy smokers have de- 
veloped vascular diseases, particularly coro- 
nary thrombosis, and have succumbed before 
the carcinogenic effect of the smoking has 
had a chance to produce its damage. 


These alarming end results of tobacco 
smoking should arouse more effort on the 
part of the medical profession, to advise all 
patients who show any symptoms or signs 
referable to smoking, to abstain completely 
from the use of tobacco. Because of the high 
incidence of respiratory symptoms the otolar- 
yngologist should play an important part in 
the recognition of the early deleterious effects 
of tobacco smoking and should strongly ad- 
vise his patients accordingly. When smoking 
begins to cause symptoms and localized mu- 
cosal changes in the oral cavity and respira- 
tory tract, the effects of nicotine upon the 
cardiovascular system have probably already 
become manifest, and should also receive due 
consideration. Other than an occasional re- 
port on the “smoker's larynx” the otolaryn- 
gologic literature shows a paucity of articles 
devoted to the subject. An excellent review of 
this subject was reported by Myers* in 1940. 


The nicotine and tars of tobacco smoke 
may play an important primary or secondary 
part in the production of such nasal symp- 
toms as congestion and obstruction, loss of 
the sense of smell and so-called postnasal 
drip. Tobacco smoking is a definite aggravat- 
ing factor in nasal allergy, hay fever and 
bronchial asthma. The effect may be due to 
the nicotine and tars or may be the result 
of primary tobacco sensitivity, the reactions 
being comparable to those of pollen and 
other allergenic agents. 


The carcinogenic effects of the tobacco tars 
may cause leukoplakia and later carcinoma 
of the lips, tongue, gums, epiglottis, larynx 
and bronchi. The early recognition of these 
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pathologic changes by the otolaryngologist 
is therefore important. 

On the basis of a study of 143 patients with 
one or more swellings of the vocal cords, as 
the result of smoking, Meyerson® designates 
the smoker’s larynx as a clinical pathological 
entity. The early changes are characterized 
by a localized edema which later becomes an 
edematous fibroma. In cases of long stand- 
ing, hyalinized collagen appears in the 
stroma. The epithelium is usually stratified 
squamous; it may show ulceration, atrophy, 
acanthosis or any of the surface changes to 
which laryngeal lesions are prone. These 
patients were observed in a Veteran’s Hos- 
pital in which the study of a large group of 
patients showing early changes in the larynx 
was possible. Many instances are encountered, 
however, in which the onset is characterized 
by a slowly developing hoarseness. The larynx 
shows leukoplakial changes instead of edema, 
which eventually develop into ulceration and 
finally epithelioma. No reference was made 
to symptoms such as cough, wheezing, expect- 
oration, dyspnea and other manifestations of 
involvement of the lower respiratory tract 
which, no doubt, were present in a large per- 
centage of Meyerson’s cases. 

Waldbott® has recently designated this ar- 
ray of symptoms as “smoker’s respiratory 
syndrome.” He observed a group of 31 pa- 
tients with this syndrome which was definite- 
ly proved to be caused by smoking. All of the 
patients were either completely cured or con- 
siderably relieved upon the elimination of 
smoking. In all of the cases, asthma-like 
wheezing, chronic inflammation of the pha- 
ryngeal mucosa and tonsillar area, cough, ex- 
pectoration and a tendency toward acute 
respiratory infections were noted. In about 
one-third of the patients dyspnea occurred 
upon exertion but it was pronounced in only 
one case, in which it dominated the clinical 
picture. Chest pains were angina-like and oc- 
curred in almost any part of the lungs, 
around the heart and hypogastrium, radiating 
into the neck and arms. In three of seven 
patients examined lesions were noted in the 
larynx similar to those described by Meyerson. 

Chronic pharyngitis characterized by hyper- 
emia and lymphoid hyperplasia was noted as 
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the most constant clinical feature of the syn- 
drome. X-rays of the chest usually are nega- 
tive except for accentuation of hilar mark- 
ings. 

Smoker's respiratory syndrome or smoker's 
asthma may be readily distinguished from 
true bronchial asthma. The smoking factor 
may however complicate allergic asthma. The 
attacks of wheezing with smoker’s asthma are 
not so distressing as allergic asthma and the 
vital capacity is little affected. An important 
distinction between the two is that the asth- 
matic patient is usually unable to recline in 
sleeping while in smoker’s asthma, he can 
sleep lying down. In true bronchial asthma 
wheezing is heard throughout the chest while 
with the smoker’s syndrome the wheezing is 
confined to the tracheobronchial region. At- 
tacks of sore throat are more common in the 
smoker’s group while nasal symptoms are 
common in true asthma. In the smoker's syn- 
drome there is usually no allergic back- 
ground, there are no eosinophils in the secre- 
tions and skin tests to tobacco are negative. In 
smoker's asthma, attacks may be precipitated 
by other irritants such as coal smoke, paint, 
burning wood or dry dusts. 

In allergic asthma, tobacco smoke is always 
an irritant and in some cases hypersensitivity 
to tobacco as shown by skin tests and on the 
basis of clinical evidence may occur. There- 
fore, no patient with asthma should smoke 
and they should avoid smoke from other 
sources as much as possible. Peters and his 
associates’ emphasize that a negative skin test 
to tobacco is no indication that the asthmatic 
patient should be allowed to smoke. It is also 
inadvisable to reduce smoking; it must be 
completely stopped. The satisfactory relief 
of the patient’s asthma by allergic manage- 
ment may be dependent upon this factor. 

Cough is a common symptom in bronchial 
asthma as well as smoker’s asthma. Derbes 
and Kerr® have recently called attention to 
the occasional occurrence of the syndrome of 
syncope following cough in bronchial asthma 
as well as with other conditions exciting this 
reflex. Syncope of this type has been desig- 
nated as laryngeal vertigo, bronchial syncope, 
tussive syncope, and so on. Of a group of 
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290 cases assembled from the literature by 
Derbes and Kerr, 281 were men and 9 were 
women. In their own group of 35 cases, 
asthma was present in 9, emphysema in 12, 
bronchiectasis in 2 and sarcoidosis in one pa- 
tient. Among the cases reported in the liter- 
ature it was found that the excessive use of 
tobacco was a common factor. ‘Twenty-seven 
of Derbes and Kerr’s patients were noted to 
be heavy smokers and only 2 of 28 questioned 
did not have a fondness for alcohol. 


It is well known that in susceptible in- 
dividuals tobacco will cause marked attacks 
of vertigo, sometimes chronic tinnitus and 
deafness. In 36 cases of toxic amblyopia 
caused by tobacco and alcohol, Carroll and 
Ireland,® noted in testing the hearing, a 
notch in the audiometric curve at a frequency 
of 4,096 (C 5). This was not observed in the 
control group and it was quite comparable 
to the island of defect found in the visual 
field of patients with amblyopia. 


In the management of vascular headaches, 
especially the histaminic cephalalgia and 
tension types, we have found that tobacco 
smoking plays a definite part. Although nico- 
tine is not a common primary cause it is a 
frequent secondary factor in that it disturbs 
the vascular balance. Alcohol does likewise. 


Since nicotine disturbs the normal vascular 
balance, those who smoke are more suscep- 
tible to the common cold than those who do 
not. The vasoconstrictor effect of nicotine 
lowers the temperature of the extremities. 
The general effect of vasoconstriction is fol- 
lowed by vasodilatation and sweating. If one 
is exposed suddenly to a low temperature the 
vascular mechanism fails to respond properly 
or adequately so a common cold may be 
induced. 


It is important to emphasize that the dele- 
terious effects of tobacco smoking upon the 
respiratory tract are equaled or perhaps ex- 
ceeded by those upon the cardiovascular sys- 
tem. Both systems are usually affected con- 
comitantly. Although this phase of the prob- 
lem will not be discussed in this presentation 
the following list of cardiovascular phenom- 
ena which appear in normal individuals fol- 
lowing the smoking of two standard cigarettes 
as reported by Roth,’ is worthy of note: 


< 


748 


Abnormal 
cardiograms 

Decreased skin temperature of the extremities 

Impairment of vascular balance between vasocon- 
striction and vasodilatation 

Increase in sweating 

Increased pulse rate and blood pressure 

Increased basal metabolic rate and blood sugar 

Vasoconstriction of retinal vessels, decrease in night 
vision 

Tobacco may play a primary or secondary 
part in the following: 


Angina pectoris 

Coronary thrombosis 

Thromboangiitis obliterans, Reynaud’s and Buer- 
ger’s disease 

Meniere’s disease, vertigo, tinnitus, deafness am- 
blyopia 

Allergy to tobacco with one or more manifestations 

Reversible or irreversible allergic vascular changes 

Vascular headaches 

Decreased mental efficiency, decrease of normal 
reflexes 

Fatigue, loss of weight and general debility 

Gastrointestinal diseases, loss of appetite, indiges- 


changes in the electro and _ballisto- 


tion, gastric and duodenal ulcers, cancer of the 
esophagus and stomach 
TREATMENT 


Every individual who presents evidence of 
any of the deleterious effects of tobacco is a 
potentially sick person and his illness may 
sooner or later reach a serious degree. When 
these individuals are encountered as patients 
they need help and advice. Although the pa- 
tient may be impressed with the nature of 
his illness or perhaps its seriousness and he 
may be assured in practically every instance 
that all his symptoms will disappear upon 
the discontinuation of the use of tobacco, 
the breaking of this habit presents a problem 
in itself. In most instances it requires a great 
deal of will power on the part of the patient 
and he needs definite guidance and advice. 
The simple advice of telling him to give up 
tobacco at once is not sufficient. When the 
average smoker discontinues the habit com- 
pletely the period of abstinence is about three 
days. During this time there is a marked de- 
crease in the pulse rate and a fall in blood 
pressure which cause a letdown, characterized 
by a drowsiness, an unreasonable disposition 
and an inward craving or desire to smoke 
again. The taste or flavor of a cigarette or the 
psychological act of smoking are masked de- 
sires. The craving for the effects of nicotine 
is the primary factor. After about three days 
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of this reaction the average individual can 
no longer tolerate this change so he resumes 
the smoking habit. 


This problem can be greatly obviated by 
the introduction of stimulation and sedation 
as required. We have had a great deal of suc- 
cess in prescribing 10 or 15 mg. of dextro- 
amphetamine, to be taken in the early morn- 
ing. This gives the patient a feeling of exhil- 
aration and increased mental efficiency. A 
sedative at bedtime produces a night of sleep 
not previously experienced in years. Within 
a week this plan of treatment may be grad- 
ually discontinued at which time the patient 
should again feel normal. In many instances 
these patients must be contacted daily in 
order to be certain that all advice has been 
carefully followed. There is no substitute for 
complete abstinence from the use of tobacco 
in any form. Cigarettes with low nicotine 
content or with filters are of no significant 
value. A decrease to a minimum degree of 
smoking is almost always temporary and 
sooner or later the old habit is completely 
restored. 


Results of Treatment—The relief of all 
symptoms, especially in those cases in which 
they are pronounced, upon the complete 
abstinence from the use of tobacco, is usually 
prompt and dramatic. Of greatest importance 
is the disappearance of early mucous mem- 
brane changes such as leukoplakia of the lip, 
tongue, or larynx and edema of the larynx. 
Very early asymptomatic precancerous 
changes in the bronchial epithelium may dis- 
appear as they do in the oral cavity and the 
larynx. The persistent cough often with 
vertigo and the dyspnea upon exertion like- 
wise disappear. Aside from the respiratory 
tract the symptoms and changes present in 
the cardiovascular system may also complete- 
ly subside. 

From the economic as well as the health 
point of view we have been impressed with 
the results obtained in the older age group, 
from 50 to 70 years. These patients present 
an array of symptoms characterized by cough, 
pains in the chest, dyspnea, indigestion, 
marked fatigue, loss of weight and‘ malnutri- 
tion. There has usually been no increase in 
the use of tobacco, some patients smoking no 
more than 20 cigarettes a day. The above 
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symptoms develop slowly then suddenly be- 
come more pronounced within a short period 
of time. Upon the discontinuation of the use 
of tobacco, all symptoms disappear within a 
few days, the patient begins to gain weight 
and strength, the shortness of breath is mark- 
edly decreased or absent. The patient is grati- 
fied with a return of the feeling of well being 
and expresses the desire to return to a gainful 
occupation. He therefore becomes an eco- 
nomic asset instead of a liability. 


SUMMARY 


The deleterious effects of tobacco smoking 
caused by the nicotine and tars, upon the 
respiratory tract and the auditory mechanism 
are frequently encountered by the otolaryn- 
gologist. He should not overlook the im- 
portant part played by these agents either 
as a primary or a secondary factor in the 
cause of symptoms and pathologic changes. 
The alarming increase in the incidence of 
carcinoma of the lung and the larynx should 
be of primary concern to the otolaryngologist 
for he has the opportunity to encounter a 
large percentage of these patients before 
carcinomatous changes occur. Or if these 
changes have already occurred he is in a posi- 
tion to establish a diagnosis early, thus in- 
creasing the chances of the patient’s recovery. 


The many symptoms of an annoying but 
less serious nature resulting from the use of 
tobacco are usually eliminated completely 
with the discontinuance of the habit. Of great 
economic importance is the restoration of the 
debilitated patient to better health and the 
return to a gainful occupation. 
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THE TREATMENT OF SEBORRHEIC 
BLEPHARITIS* 


By Gusrav C. Bann, M.D. 
New Orleans, Louisiana 


The high and perhaps increasing incidence 
of seborrheic blepharitis, particularly in semi- 
tropical climates, makes it advisable to take 
stock of the results that are being obtained 
with current methods of treatment. The con- 
dition is not being adequately controlled. Pa- 
tients are drifting from physician to physi- 
cian, from ophthalmologist to dermatologist, 
and back, trying every new preparation that 
appears on the market in the hope of finding 
a miracle drug that, when applied once or 
twice to the lids, will permanently relieve the 
unsightly redness and discomfort which are 
experienced with seborrheic blepharitis. The 
blepharitis, however, persists. 


There are a number of reasons for the 
failure of existing methods of treatment of 
seborrheic blepharitis. Although the relation 
between scalp seborrhea and lid seborrhea is 
well known, treatment is usually limited to 
one or the other of the conditions, but is 
rarely directed to both. Failure to control the 
scalp situation almost invariably results in 
failure to control the lid condition, although, 
if the scalp dandruff is controlled, temporary 
relief from the blepharitis is occasionally ob- 
tained, provided a secondary pyogenic infec- 
tion does not co-exist. The dermatologists are 
fully aware of the co-existence of the scalp. and 
lid seborrhea, and often relieve one in the 
treatment of the other. Patients who are 
troubled by the cosmetic aspect of seborrhea, 
consult the dermatologist, or if foreign body 
sensation and discomfort are the chief com- 
plaints, the ophthalmologist is more often 
consulted. Regardless of the presenting symp- 
tom, the condition is primarily one of both 
scalp and lid skin, and the management of 
both should be undertaken simultaneously. 


Until recently, no specific method of con- 
trolling dandruff has been available. Various 
sulfur compounds, keratolytic salicylate lotions 
and salves and detergent shampoos have been 
employed with only moderate success. Almost 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 

*From the Department of Ophthalmology, Tulane University 
School of Medicine, New Orleans, Louisiana. 
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invariably the treatment prescribed soon loses 
its effectiveness, the patient becomes discour- 
aged, and again begins shopping for another 
possibly more effective therapy. Admittedly, 
there is no known cure for scborrhea, as the 
term “cure” is generally understood. Even 
the most effective measures provide only vary- 
ing degrees of control. Control, if it is to be 
adequate, must be continuous. Allow treat- 
ment to lapse, and control is lost. This is an 
important factor among the causes of failure 
to relieve these patients. 

Seborrheic dermatitis of the scalp and bleph- 
aritis are thought to be caused primarily by 
the mold Pitysporum ovale. This budding 
yeast is normally present on the skin, but is 
more abundant per unit area in the presence 
of clinical seborrhea. Secondary factors in the 
causation of seborrhea are, according to Thy- 
geson:! (1) increased activity of the sebaceous 
and meibomian glands; (2) poor personal hy- 
giene; (3) a predisposition to infectious der- 
matoses in tropical climates. Thygeson has 
shown that vitamin deficiencies, allergies and 
refractive error do not play significant roles 
in the genesis of seborrheic blepharitis. Cor- 
rection of small or large refractive errors will 
not cure or even control the blepharitis. The 
refractive error should be determined as part 
of the initial work-up, and significant errors 
corrected, but not with the expectation of cur- 
ing the blepharitis. 

The diagnosis of seborrhea is quite simple, 
and can be made from across the room. The 
patient presents himself with loose flakes of 
dandruff on his coat and in his hair and 
eyebrows. His lid margins and conjunctiva 
are mildly to moderately congested. Closer ex- 
amination reveals gray white scales which are 
loosely adherent to the lid margins in the 
region of the lashes. The seborrhea is often 
complicated by a secondary staphylococcal in- 
fection, which results in a slight change in the 
nature of the lid scales and crusts, and a 
higher incidence of conjunctival and corneal 
involvement. The scales appear less greasy, 
and are more firmly adherent to the skin. In 
addition to the usual examination procedures, 
the meibomian glands should be expressed 
and their contents, if abnormal, cultured. A 
bacteriologic survey of the meibomian gland 
content and conjunctival scraping should be 
conducted. When a pyogenic organism (usu- 
ally Staphylococcus aureus) is recovered, sen- 
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sitivity tests to determine the antibiotic or sul- 
fonamide of choice should be obtained. Ex- 
pression of the meibomian glands will often 
produce a yellowish creamy material instead 
of the straw colored oil which is normally 
present. This is indicative of a secondary in- 
fection, resulting from inadequate drainage 
caused by stasis within the gland duct. Rancid 
sebaceous material is an excellent culture me- 
dium for the Staphylococcus. 


For many years, sulfur has been widely used 
as a general therapeutic agent, especially in 
skin diseases. Since selenium and sulfur are 
chemically quite similar, it has been thought 
that they might have similar medicinal prop- 
erties. Both elements fall into Group VI of 
Mendeleef’s periodic table, and compounds of 
sulfur and selenium have chemical and phy- 
sical properties in common. The toxologic 
properties of selenium have, however, for a 
long time discouraged its use as a therapeutic 
agent. The fairly stable inorganic sulfide of 
selenium is not too readily absorbed through 
the intact skin, and is being employed specific- 
ally for seborrheic scalp conditions. A com- 
pound,* prepared in the form of a suspension, 
consists of 2.5 per cent selenium sulfide, 17 
per cent nacconal® (a surface activating agent 
or detergent), 5.2 per cent inert stabilizing and 
buffering ingredients and water q.s. 100 per 
cent. Contact of this preparation with the 
skin, even for fairly prolonged periods, as 
shown by Dudley,” results in only a slight in- 
crease in selenium blood level and urinary 
excretion. These determinations are employed 
as an index of skin absorption. Selenium com- 
pounds are fairly readily absorbed by mucosal 
surfaces, but in the amounts and concentra- 
tions applied to the lid margin in the ophthal- 
mic ointment, the probability of intoxication 
is negligible. 

Surveys* of treatment with selenium sulfide 
in the dermatology literature reveal a very 
high incidence of control of seborrhea. Slinger 
and Hubbard‘ report 95 per cent effectiveness 
in a series of mild cases of scalp seborrhea, and 
85 per cent effectiveness in cases of moderate 
severity. The suspension is highly regarded 
by dermatologists generally as an effective 
agent for the control of seborrhea. The sus- 
pension employed in scalp care, however, con- 


*Selsun® ophthalmis ointment was supplied through the 
courtesy of Dr. A. E. Oesterberg of Abbott Laboratories, Chi- 
cago, Illinois. 
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tains a detergent which is injurious to the 
eyes, and one is cautioned to avoid getting it 
into the eyes. An ophthalmic ointment, still 
in investigational stage, has been developed 
for treatment of seborrheic blepharitis. The 
ointment contains 0.5 per cent selenium sul- 
fide suspended in a water soluble base. The 
preparation is mildly to moderately irritating 
to the conjunctiva, but can be used without 
discomfort on the lid margins. 

The treatment which I have employed for 
seborrheic dermatitis of the scalp and sebor- 
rheic blepharitis for the past year and a half 
combines the employment of selenium sulfide 
suspension, selenium sulfide ophthalmic oint- 
ment, and a program of scalp and lid hygiene. 
It is difficult to say whether the hygiene with- 
out the selenium sulfide, or the selenium sul- 
fide without the hygiene would have been 
equally effective, but | am convinced that this 
routine, if followed meticulously, will control 
the large majority of seborrhea patients. The 
management of seborrhea can be broken down 
into two phases, the first being proper scalp 
care; the second, the management of the 
blepharitis. The scalp regimen is tedious and 
time consuming, but effective, if persistently 
and carefully carried out. The routine is as 
follows: 

(1) Male patients should keep their hair 
cut fairly short, and should follow the pre- 
scribed routine after haircuts. Dandruff often 
flares up following a visit to the barber shop, 
possibly as a result of using contaminated 
combs. 

(2) Dandruff should be carefully combed 
away from the scalp with a fine toothed comb. 
All dandruff adherent to the scalp should be 
removed, and the comb used for this purpose 
should be kept very clean. 

(3) Loose dandruff in the hair is then re- 
moved by thorough shampooing. Two runs 
with a non-alcoholic shampoo, such as prell,® 
are recommended. Shampoos containing alco- 
hol tend to dry the scalp, and often cause the 
dandruff to become more abundant. 

(4) While the hair is still moist, following 
the shampoo, one to one and a half teaspoons- 
ful of selenium sulfide suspension is applied 
to the scalp. This first application is then 
rinsed out, and a second application is mas- 
saged into the scalp. This is allowed to re- 
main in contact with the scalp for 45 to 60 
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minutes. Shorter periods of application and 
contact do not seem to be as effective. 

(5) The selenium sulfide is then completely 
removed from the scalp and hair by rinsing 
in running water for three-four minutes. 


(6) The hair is dried, and a non-alcoholic 
dressing, if desired, is applied. I recommend 
plain vaseline hair tonic. 

(7) This regimen is carried out twice weekly 
for two weeks, weekly for one month, and 
monthly thereafter. 

Active treatment of the blepharitis is di- 
vided into two parts, that carried out in the 
office, and that routine employed by the 
patient at home. The office management is as 
follows: 

(1) The patient is refracted, usual muscle 
balance studies are completed, and an attempt 
is made to correct all pathologic conditions 
other than the blepharitis. 

(2) The meibomian glands are expressed, 
and if they contain turbid material or if there 
is evidence of pyogenic infection, cultures, 
smears, and sensitivity tests are obtained. The 
meibomian glands are expressed on each visit, 
in order to determine whether there has been 
any change in the amount of quality of the 
secretion. This procedure is continued until 
the sebaceous material is normal in quantity 
and quality. 

(3) The patient’s lids are scrubbed with 
selenium sulfide ointment in the office on 
each visit. A small amount of ointment is 
placed on a sterile toothpick or stick appli- 
cator, and the scales adherent to the lash 
bases at the lid margin are vigorously removed. 
The excess ointment is removed with a clean 
sterile applicator, although a thin film is al- 
lowed to remain on the skin. This procedure 
is carried out twice weekly in the office for 
two weeks, weekly for one month, and one- 
two times a month thereafter if scaliness per- 
sists. The majority of patients, however, are 
clinically clean and symptom free by the third 
week. 

The home management consists of scrub- 
bing the lids twice or thrice weekly with the 
antibiotic or sulfonamide ointment of choice 
as determined by initial bacteriologic sensitiv- 
ity determinations. Ammoniated mercury oint- 
ment is quite effective if, for any reason, it 
is undesirable to employ antibiotic or sulfona- 
mide ointments. Oxytetracycline or aureo- 
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mycin ophthalmic ointment are the drugs I 
most often prescribe. The patient is instructed 
to apply the ointment to the lid margins with 
a stick applicator, then massage the lids at the 
base of the lashes, removing all of the scales 
that are present. This is demonstrated to the 
patient in the office, and the patient demon- 
strates that he knows how the procedure 
should be carried out. The lid scrub is per- 
formed at bedtime before the patient retires 
in order that the erythema produced by the 
message can subside during the night. This 
regimen is carried out twice to thrice weekly 
for one month, weekly for one month and 
once or twice a month thereafter. If antibiotic 
or sulfonamide ointments are prescribed, they 
are used only during the first two weeks. Five 
per cent ammoniated mercury ointment is pre- 
scribed after the second week, and is used 
thereafter unless a secondary staphylococcal 
infection exists. 


The patient must be made to realize that 
he cannot stop treatment as soon as his lids 
and scalp become clean and comfortable, but 
that the regimen must be continued for some 
time thereafter, in order to prevent relapse. 
A condition which may have existed for years, 
and which by its very nature is persistent and 
subject to slight remissions and exacerbations 
must be closely followed. Strict supervision of 
the home care must be maintained, and the 
patient must realize that a large part of the 
treatment is left to him. The effectiveness of 
treatment is proportional to the thoroughness 
and regularity with which he carries out the 
prescribed measures. 


A series of 100 cases of mild, moderate and 
severe seborrheic blepharitis have been treated 
with selenium sulfide ophthalmic ointment 
over the past year and a half. Nearly all have 
been followed for at least six months, and 
many for 10 months. The seborrhea had ex- 
isted for from two months to 10 years, with 
an average duration of three years. The pa- 
tient age range was 16 to 38 years, with an 
average age of 28 years. Sixty-seven per cent 
of the patients were female, and 33 per cent 
were male. Less than one-third of the patients 
had a significant refractive error, and many 
of these had previously received optical correc- 
tions. Prescription of glasses, regardless of the 
nature of the refractive error had no effect on 
the seborrhea. Bacteriologic studies were not 
amenable to statistical analysis, because they 
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were not routinely carried out. Staphylococcus 
aureus was cultured in a fairly high percentage 
of cases studied bacteriologically. 

The clinical course in this series was quite 
striking, in that 80 per cent of the total num- 
ber of patients under treatment were asymp- 
tomatic and clinically clean by the end of 
the second week. Ninety-two per cent had ob- 
tained relief at the end of the third week, and 
by the end of the fourth week, 97 per cent 
were controlled. After six weeks of treatment, 
nearly all of this small series were symptom 
free and clinically clean. Eight relapses oc- 
curred which were the result of failure on the 
part of the patient faithfully to carry out the 
home routine. Clearing occurred when ther- 
apy was reinstituted. A patient, seen early 
in the series, was given a tube of selenium sul- 
fide ointment for use at home. She inadvert- 
ently instilled the ointment into her conjunc- 
tival sac, and developed a rather moderately 
severe conjunctivitis. This promptly subsided, 
although she refused further treatment with 
the drug. If reasonable care is employed in 
scrubbing the lids, very little of the ointment 
will come into contact with the conjunctiva, 
and no adverse effects are experienced. No 
allergic reactions have been encountered. 


Admittedly, this series of cases was not con- 
trolled, and from a statistical standpoint the 
figures given are meaningless, if one attempts 
to evaluate the role of selenium sulfide alone 
in its effect upon seborrheic blepharitis. The 
described routine has been quite effective in 
the control of seborrheic blepharitis although 
cessation of proper hygiene does result in 
relapse. 
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DISCUSSION (Abstract) 


Dr. K. W. Cosgrove, Little Rock, Ark.—Have you 
used any cortone® ointment in temporary relief while 
you are building them up or, as I have used it, with 
a cold cream base? 


Dr. Bahn (closing).—I have used cortone® in a few 
cases as a palliative measure where the lid skin was 
badly excoriated. I have not employed a cold cream 
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base although a water soluble base is certainly de- 
sirable. 

I think the most important factor in the control 
of seborrhea is hygiene rather than the use of any 
specific drug, although selenium sulfide seems to be 
the most effective of the preparations I have found. 


THE MANAGEMENT OF 
ERYTHROBLASTOSIS* 


By Haro.p P. Jackson, M.D. 
Greenville, South Carolina 


Interest and progress in erythroblastosis 
have moved ahead so rapidly that it is diffi- 
cult for the general practitioner in pediatrics 
to follow the theoretical developments and 
even more difficult to make practical applica- 
tion of the new knowledge. The purpose of 
this paper is to summarize the progress in 
this field and to demonstrate its practical 
application. 


Now that sufficient cases are available for 
accurate statistical analysis, it is clear that 
deaths can be prevented and kernicterus can 
almost certainly be reduced to a small per- 
centage. To accomplish these important ends, 
this condition must be regarded as an emer- 
gency and plans made to put it in the cate- 
gory of acute appendicitis or strangulated 
hernia. Proper preparation and the discard- 
ing of the attitude of watchful waiting are 
essential if the morbidity and mortality are 
to be reduced. Elaborate methods and un- 
limited personnel are not essential for the 
proper treatment. Reasonable success may be 
expected if proper interest and adequate co- 
operation in one’s own community are se- 
cured. 


The general practitioner and the obste- 
trician must cooperate with the pediatrician 
if the maximum effort is to be made. The 
attitude that the pregnant mother must not 
be worried and that the Rh factor should 
not be mentioned in order to avoid hysteria 
cannot be accepted. We now have accurate 
Statistics to quote to the mother. These are 
far more encouraging than the lay press has 
led them to believe. A positive approach to 
the family’s fears is more acceptable than 
ignoring the danger. 


*Read in Section on Pediatrics, Southern Medical Associa- 
= Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
-29, 1953. 
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The frequency of erythroblastosis has been 
shown to be one out of 150 to 200 preg- 
nancies. One in 20 to 25 Rh incompatible 
matings can expect to have affected infants. 
This varies from the very rare case in a first 
pregnancy to a one in 12 chance in a fifth 
pregnancy. Statistics indicate that 30 per cent 
of the affected babies die in utero; 15 per 
cent die within 24 hours after birth; 15 per 
cent will develop kernicterus if untreated.! 


Our present aim is to eliminate the cases 
of kernicterus and to salvage some of the 
severely affected infants who would not de- 
velop kernicterus. There is hope that the 
in utero deaths may be salvaged in the fu- 
ture. The immunological field has expanded 


so rapidly that success is almost certain to 
come. 


CASE REPORT 


Biovular female twins were born April 15, 1953 
to an Rh negative mother, age 39, and an Rh positive 
father. A normal infant was delivered at term in 1946. 
A term birth in 1947 resulted in a mildly erythroblastic 
baby. In 1949, a stillborn term baby was delivered. Rh 
incompatibility was reported to be present. The mother 
had received no transfusions. During the current 
pregnancy, she received cortisone in the last four 
weeks. Delivery was at 3714 weeks gestation. 


The first baby (A) was born by a vertex delivery. 
She appeared immature and weighed only 5 lIbs., 314 
oz. Jaundice developed rapidly along with petechial 
hemorrhages. The spleen and liver were not enlarged. 
At birth, the hemoglobin was 12.7 grams. The sibling 
(B), weighing 4 lbs., 714 0z., was a breach delivery. She 
was much more immature and appeared very pale and 
ill. The spleen and liver were enlarged. The hemo- 
globin was 5.0 grams. The Coomb’s test was positive. 
Exchange transfusion on (B) was completed shortly 
after birth, followed by (A). 

The next day, a serum bilirubin determination 
on (B) showed a rise from 8.3 mg. per cent im- 
mediately after transfusion to 39 mg. per cent. A 
second replacement was then done with considerable 
improvement in the baby’s condition. Over the next 
few days, several small transfusions were given to 
both babies. Cortisone and antibiotics were also given. 
They were discharged at three weeks of age, doing 
well. 


DISCUSSION 


These babies illustrate a number of im- 
portant factors in the care of erythroblastosis. 
The possible effect of cortisone on the mother 
is to be noted, but certainly it did not prevent 
the disease. It may be that the disease was 
modified, since the previous pregnancy had 
resulted in a stillbirth. In view of the irregu- 
lar nature of the appearance of this disease, 
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in repeated pregnancies, no conclusion is jus- 
tified. Of considerable interest is the differ- 
ence in the severity of the process in the 
twins. The second baby was much sicker, 
clinically, as well as by the laboratory find- 
ings. The need for repeated exchange trans- 
fusions is too well illustrated since it should 
have been done before the serum bilirubin 
reached the high level present on the second 
day. 

Diagnosis.—Erythroblastosis is both a clini- 
cal and laboratory diagnosis. The alert ob- 
stetrician will have done Rh determinations 
on each expectant mother and, equally im- 
portant, will have taken a history of trans- 
fusions and the outcome of previous preg- 
nancies. Antibody titers should be made in 
all incompatible matings since the findings 
aid in preparation even though they are not 
absolutely correlated either with the presence 
or severity of the disease. Such careful work 
will prepare all concerned for early diagnosis 
and treatment. The physician in charge of 
newborn babies must examine them carefully 
and repeatedly in the first few hours for any 
evidence of this disease. Jaundice in the first 
24 hours is assumed to be erythroblastosis 
until disproven. The Coomb’s test will be 
positive in Rh incompatibility but probably 
will not be when ABO factors are involved. 
Complete reliance, therefore, cannot be 
placed in this test alone. Hepatospleno- 
megaly combined with any other findings are 
strongly suggestive. Edema, petechial hemor- 
rhages and listlessness are part of the clinical 
picture. 


A high percentage of erythroblasts in the 
blood smear is usually found but may be 
absent and are often present in other condi- 
tions in the newborn period. Hemoglobin de- 
terminations and the reticulocyte count will 
show the degree of hemolysis. Serum biliru- 
bin levels are of both diagnostic and prog- 
nostic significance. Levels over 10 mg. per 
cent are strongly suggestive of erythroblasto- 
sis, and over 20 mg. per cent indicate an 
emergency. 

The possibility of ABO incompatibility 
must be considered in all cases. Proof of its 
presence is difficult; therefore, the clinical 
diagnosis must be made and treatment insti- 
tuted even in the absence of complete labo- 
ratory confirmation. Many more cases are 
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now reported, with some centers finding as 
many as 20 per cent of erythroblastic babies 
due to ABO factors. 


Treatment.—A reasonable outline of treat- 
ment should begin with the obstetrician. He 
must be aware that an erythroblastic baby 
may be born. Those suspected of having ery- 
throblastosis should be carried to term since 
early induction of labor does not prevent the 
disease and adds the burden of prematurity 
to the baby. The cord should be clamped 
immediately in a suspected case, since cardiac 
failure appears to be a factor in the death of 
severely affected babies. 


Exchange transfusion is now as essential 
and urgent as any surgical emergency. Prepa- 
rations must be made in advance, and when 
confirmation is secured the procedure must be 
accomplished without delay. 


Proper selection of patients for this proce- 
dure is not fully established. The present 
tendency is to be liberal in our indications. 
The operation offers little danger to the baby 
while the threat of kernicterus is too dreadful 
to be ignored. 


Indications for exchange in erythroblastic 
babies: (1) prematurity; (2) kernicterus or 
severe disease in a sibling; (3) clinical evi- 
dence of disease at birth; (4) hemoglobin at 
birth under 15 grams; (5) anemia and ele- 
vated reticulocyte count; and (6) when in 
doubt. 


All prematures are exchanged because of 
the high incidence of kernicterus, perhaps re- 
lated to their inability to excrete bilirubin as 
well as full term infants. There appears to be 
a direct correlation between serum bilirubin 
levels and the incidence of kernicterus. Ap- 
parently, this complication can largely be 
eliminated by keeping the values below 20 
mg. per cent. A severely affected sibling al- 
most surely means another sick baby. While 
this is not always true, the expectancy is so 
high that preparations must be made. 


Evidence of disease at birth such as edema, 
petechiae, large liver and spleen, or jaundice 
mean a severely affected baby. Should the 
hemoglobin be reduced below the 15 grams, 
even with no other evidence of disease, we 
would know that hemolysis is proceeding, and 
since the rate of progress cannot be deter- 
mined treatment should be instituted. Retic- 
ulocyte counts are equally valuable and have 
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similar significance. Even with a hemoglobin 
above 15 grams, a high reticulocyte count 
would be sufficient indication for exchange. 

Finally, when in doubt, as in any surgical 
emergency, the conservative approach is to 
proceed with the transfusion rather than to 
delay. 

Technically, the exchange transfusion has 
been well described.? A few vital points need 
emphasis: 

When the hospital laboratory is not 
equipped for extensive studies, “O” negative 
blood with added A and B substances is used 
on all babies. Cross-matching, both with the 
mother’s and the baby’s serum should be 
done as an additional check. It is now ap- 
parent that some babies have died from over- 
loading the circulation. A high venous pres- 
sure is often present in the sick babies. As 
the transfusion is begun, venous pressure is 
first measured simply by the height of the 
column of blood in a plastic tube inserted 
into the umbilical vein. If the pressure is 
greater than six centimeters, it should be 
lowered by withdrawing more blood than is 
given as the exchange proceeds. 


Recent interesting studies have shown that 
the use of calcium gluconate, one gram for 
each 100 cc. of transfusion, is essential.* Elec- 
trocardiographic changes have been noted 
when no calcium is given. These are abol- 
ished by this dose of the drug. Tetany also 
may be noted where calcium has not been 
given. 

The use of ACTH in the infant has not 
been established as modifying the disease. 
On a theoretical basis and in the light of 
some recent work, the possibility that it helps 
certainly must be considered. The number 
of cases so far presented has been too few 
for us fully to evaluate its usefulness. As an 
adjunct to other treatment, its advantages and 
hazards must be carefully weighed. It prob- 
ably should be used in the severely damaged 
babies. 


Antibiotics have been given routinely to 
protect those babies receiving ACTH and 
prophylactically in most babies with erythro- 
blastosis because of the high incidence of in- 
fection. 


Oxygen is essential to these babies from 
the beginning because of their tendency to 
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be anoxic and because of the frequent pres- 
ence of cardiac decompensation. In most cen- 
ters, it is continued for a full five days until 
the danger of kernicterus is passed. The ne- 
cessity for repeated exchange transfusion in 
some babies must be kept in mind. A serum 
bilirubin above 20 mg. per cent, a baby who 
responds poorly, and one who continues to 
show evidence of hemolysis are all indica- 
tions for repeating the procedure. 


SUMMARY 


A case report has been given of bi-ovular 
twins severely affected by erythroblastosis. A 
brief discussion of treatment is given. 
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DISCUSSION (Abstract) 


Dr. Oscar B. Hunter, Jr., Washington, D. C.—We 
have had some beneficial results with cortisone, treating 
the mother as well as the baby. In 75 cases in which the 
mothers had had previous trouble, in the subsequent 
pregnancy the mothers were treated with cortisone 
from one to three months prior to delivery. We had 
a 75 per cent survival of the babies where the mothers 
had previously had a stillbirth; where they had had 
previously erythroblastic babies that lived, we got a 95 
per cent survival. The over-all percentage of the 
whole group was 84 per cent. So at this time I feel 
that we really have enough figures to say that cortisone 
to the mother in the treatment of the fetus in utero 
has definite value. 


We have used cortisone and ACTH in the babies 
after delivery, with the idea that it may inhibit 
hemolysis. In the newborn we are dealing with an 
infant whose size precludes detailed studies of sodium 
and potassium metabolism. We, therefore, can get into 
a great deal of trouble quickly with these two drugs. 


With the mother, we can follow the electrolytes, 
but with the baby it is much too difficult. Conse- 
quently we do exchange transfusions and then for 
about three days in the severely affected babies, we 
give cortisone and ACTH. 


About the ABO incompatibilities: at a recent meet- 
ing in Chicago, I discussed this problem with Dr. 
Wolf Zuelzer, from Detroit, and also Dr. Rosenfield 
from New York. Dr. Zuelzer had had our expe- 


rience, that one in every fifty erythroblastics is an 
ABO incompatibility. These cases are difficult to 
If we have a 


diagnose without laboratory facilities. 
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negative Coomb’s test, the probability is that the case 
is an ABO incompatibility. Under those circumstan- 
cases, we use O Rh negative blood. 

A case that embarrassed me very greatly, was an 
Rh incompatibility in which the baby was a group A. 
I transfused the baby with A Rh negative blood. I 
came back the next day, and the baby was much 
worse, with more jaundice. Double checking, we 
found that there was in addition to an Rh incompati- 
bility an AO incompatibility, so we had to transfuse 
with O Rh negative blood. After that the baby got 
along well. 

A burnt child never comes back to the fire, and I 
have not used anything but O Rh negative blood since 
that time. 

Dr. Jackson has brought out that the advances in 
the treatment of erythroblastosis are not limited to 
large centers, but can be done in every community. 
With the use of cortisone we shall probably be able 
to reduce this mortality rate in utero from Dr. Jack- 
son's 30 per cent. Our experience has been 18 per cent 
but our experience has reduced the 18 per cent down 
to 3 per cent, and the mortality rate of 10 per cent with 
exchange transfusion has been reduced with cortisone 
down to about 2 per cent. We are improving our 
mortality rates in this particular disease. 

Dr. James C. Overall, Nashville, Tenn—Many phy- 
sicians feel that tremendous technical ability is re- 
quired to do these replacement transfusions. I 1e- 
member Dr. Diamond said they always turn over the 
replacement transfusions at Harvard to the lowest 
man on the totem pole or the newest intern on the 
service. 


The ABO incompatibility has been emphasized by 
Dr. Hunter. One must be on guard and watch for 
them. 


In getting a history, one should inquire carefully 
about transfusions given many years previously. Of 
course, we all ask the mothers whether they have had 
recent transfusions. Recently, a baby from out in the 
country died because the mother was sent in a little 
late. She was a 19-year-old girl; this was her first 
baby, and she said she had never had a transfusion. 
Finally, grandmother showed up at the hospital when 
the baby was about dead, and grandmother said that 
when the mother was about twelve or fifteen months 
old she had to be transfused. Nearly nineteen years 
later the mother had very definite trouble. 

If facilities are available for running serum bili- 
rubin tests we should watch the rise. A rise from 5 
to 8 points is significant. In St. Thomas hospital we 
are getting routine bilirubins on cord blood and we 
watch the rise from this baseline. A few physicians 
do not get routine Rh’s on the mothers. I believe 
that most state health departments nowadays, in addi- 
tion to running Wassermann’s run routine Rh’s on 
the mothers and also titers if requested. 


I should like to emphasize the oxygen requirement 
because I remember a beautiful pathological demon- 
stration in Rochester a few years ago, in which was 
demonstrated the important part that anoxia plays in 
kernicterus. 
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Sometimes when we have a case of erythroblastosis, 
we have not enough blood on hand, and we may have 
difficulty in obtaining perfectly cross-matched blood. 
In this case I believe we can fairly safely use Rh 
negative O plus Witebsky substance and this some- 
times will pull us out of the difficulty. 


SOME DIAGNOSTIC ERRORS IN 
PATIENTS WITH A PSYCHIATRIC 
LABEL* 


By Haro I. Lier, M.D.* 
New Orleans, Louisiana 


At some point in their training, many psy- 
chiatrists are told the sad story of the illness 
and death of George Gershwin. You will re- 
member that he was being treated by a well 
known psychoanalyst, now deceased, who sus- 
pected that Gershwin’s nagging and intense 
headaches might have a neurological basis, 
and sent him to a neurologist. The consult- 
ant, apparently prejudiced by the fact that 
the famous composer was in analysis, said the 
headaches were psychogenic. As you know, 
Gershwin later died of a meningioma, and 
apparently an operable one, if it had been 
diagnosed earlier. 

This anecdotal case history, the authenticity 
of which I cannot completely vouch for, is told 
to warn psychiatrists that they must be always 
on the alert for the possibility of structural 
lesions in their patients. Most psychiatrists 
lean over backwards to make certain that they 
do not miss a disease entity in their patients. 

There is, however, another warning implicit 
in the story of Gershwin’s death. Other spe- 
cialists, particularly when they are struck by 
obvious emotional illness in patients already 
under treatment by psychiatrists, are some- 
times taken in by the magic of the label 
“psychiatric patient”; they shun, neglect or 
inadequately examine the patient, and come 
to the conclusion that the symptoms are “‘psy- 
chogenic” only. 

Just as there is an unconscious tendency in 
most of us to accept what appears in print 
(you all remember how much greater was this 


*Read in Section on Neurol and Psychiatry, Southern 
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tendency when you were medical students 
than it is as practitioners and investigators), a 
tendency which has to be combatted by steady 
development of scientific thinking, so there 
is a tendency to accept the diagnostic label 
pinned on a patient by another physician. 
This label may be altogether wrong, or in- 
complete. 


Belief in others has its origin in the think- 
ing of a child that his parents are omnipotent. 
The danger of this increases all the time in 
this age of departmental medicine and over- 
specialization, especially in large clinics and 
hospitals, where the number of patients treat- 
ed, and the frequent change of physicians in- 
terferes drastically with the opportunity of 
the physicians to know and understand (savoir 
as well as connaitre, as Alan Gregg puts it) the 
patient. Too often the diagnostic label is 
readily accepted, and each doctor may add a 
first, or perhaps a tenth endorsement to it. 


The psychiatrist, as well, may be lulled to 
sleep by the magic of the label, perhaps even 
more so if it is his label. In this case, the 
magic is based on his belief in his own omnip- 
otence, derived from a_ stage of the child’s 
reality development which occurs even earlier 
than the “delegated omnipotence” referred to 
before. As Sandor Rado has said, “It is better 
not to marry your own theories, especially in 
states where divorce is not recognized.” 


A few case histories will be presented which 
illustrate how the magic of the label inter- 
feres with proper diagnosis. 


Case 1—A 30-year-old colored, married woman was 
treated in the psychiatric clinic for 2 years, carrying 
a diagnosis of hysteria. She had an expressional or 
hysterical personality, over-dramatizing herself; she 
had frequent bouts of mild depression, and suffered 
from severe self-disparagement associated with hy- 
pochondriacal fears such as are seen in early paranoia, 
and her structured symptoms included rectal and uri- 
nary incontinence and later, weakness of both legs. 

From the time this patient was first seen on March 
18, 1949, until the summer of 1953, she was hospital- 
ized seven times in three different hospitals, and made 
61 visits to various clinics, not counting her psychiatric 
visits. 

During her early medical clinic visits she complained 
of weakness, lassitude and severe headaches, and tu- 
berculosis and myasthenia gravis were suspected. 
Somewhat later a diagnosis of ovarian tumor was 
made, and because of her backache and dysmenorrhea, 
her uterus, right ovary and tube were removed in 
June,. 1950. 

In the fall of 1950, she was admitted to a local 
hospital because of repeated bouts of rectal incon- 
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tinence. Complete physical examination and neurol- 
ogic work-up at that time failed to reveal any definite 
abnormalities, although some left hypesthesia to pin 
prick and temperature and a generalized hyperreflexia 
were noted. The neurologic consultants felt that the 
spotty sensory and vibratory loss was “incompatible 
with an organic lesion.” Since the patient manifested 
much evidence of a hysterical personality, and because 
of the unusual nature of the situation in which the 
initial symptom of rectal incontinence had occurred, 
she was given a diagnosis of “conversion hysteria,” and 
referred for psychotherapy. 

She had had an illegitimate child while she was 
working as a teacher in a high school. In the fall of 
1950 she had enrolled at college, and while in a con- 
stant state of anxiety because of the new environment, 
fears of financial difficulties, and so on, she entered a 
bus one day only to see her former high school prin- 
cipal who was now Dean of Students at the college she 
was entering. Because this authority had known of 
her previous illegitimate pregnancy, she was frightened 
that he would see her, recognize her, and throw her 
out of the college. It was then that she had her first 
episode of rectal incontinence. 

This story fitted in very well with her hysterical 
personality, and the previous backache, dysmenorrhea 
and eagerness to undergo a mutilating pelvic opera- 
tion could now be explained on the basis of her guilt 
over the illegitimate child and need for expiation 
through self-punishment, so that there seemed little 
doubt about the diagnosis and her need for psycho- 
therapy. 

The patient was treated in the psychiatry and medi- 
cal clinics, and though her symptoms were intermit- 
tently present, she became very dependent on her 
therapists. 


The patient’s second admission to the hospital was 
in April, 1951, with a pyelonephritis. At that time, 
neurologic examination revealed transient unsustained 
ankle clonus. Sensory examination revealed dimin- 
ished sensation over the entire left side of her body. 
In view of her previous diagnosis of conversion reac- 
tion and because she was in psychotherapy at this time, 
it was again felt that her sensory deficit was largely 
attributable to a hysterical reaction and no further in- 
vestigation along these lines was pursued. 


Psychotherapy was continued until the spring of 
1953. She continued to be seen in the medical clinics, 
but a typical note was “symptoms largely functional,” 
an entry for April, 1952. 

A medical student seeing her in the clinic in July, 
1952, made a diagnosis of multiple sclerosis when spas- 
tic gait and visual field contraction were noted, but 
this was not followed up. She made many unneces- 
sary trips to many different clinics, as she ran the 
diagnostic gamut. In the spring of 1953, a senior 
psychiatrist supervising her treatment, though im- 
pressed by her psychopathology, felt that this did not 
satisfactorily explain the entire picture, especially as 
the weakness of her legs became more and more pro- 
nounced, and as the rectal incontinence was still oc- 
casionally present. After the referral for hospitaliza- 


tion had been made, the patient developed a rather 
dramatic, spastic paresis of both lower extremities and 
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walked only with the aid of a heavy cane. She devel- 
oped urinary retention and frequent bouts of urinary 
incontinence. She developed also fleeting paresthesias 
of both lower extremities, more commonly the right, 
and scattered areas of numbness over her trunk, chest, 
and face. During the few weeks prior to her last hos 
pital admission, she had occasional blind spots in her 
field of vision. Note that contractions of the right 
visual field had been found in July, 1952, a year be- 
fore, but because of the diagnosis of hysteria, had been 
called hysterical. 

Physical examination on this last admission revealed 
an obese, colored woman who walked with a some- 
what spastic gait and with the aid of a thick cane. 
Vital signs were within normal limits. Examination 
failed to reveal any significant abnormality aside from 
an old, right lower paramedian scar at the site of a 
previous hysterectomy. Neurological examination re- 
vealed almost complete anesthesia from the right 
midthigh downward. There was hypalgesia extending 
across the entire right abdomen and chest stopping 
dramatically at midline. Also present were scattered 
areas of hypalgesia over the left chest and back, left 
lower and upper extremities. These sensory dis- 
turbances followed no particular pattern. The deep 
tendon reflexes were hyperactive bilaterally but some- 
what more so on the right, particularly in the right 
lower extremity which was 4+. Both knee and ankle 
clonus were present bilaterally, more marked on the 
right, the clonus being sustained in all instances. A 
right Babinski was present. No abdominal reflexes 
were elicited. No Hoffman was present. Cranial 
nerves appeared intact with the exception of some 
possible scanning of speech and scotomata. The pa- 
tient’s gait was spastic and there was a bilateral spastic 
paresis of both lower extremities with a tendency to- 
ward spasticity of the upper extremities. Also present 
was a mild intention tremor bilaterally. No nystagmus 
was elicited. Coordination was mildly impaired bi- 
laterally with particular unilateral dominance of un- 
coordinated movements. 


No definite diagnostic impression was available from 
the electroencephalogram. Films of the cervical spine 
were negative and films of the dorsal spine revealed 
only minimal hypertrophic changes. Films of the skull, 
kidney-ureter-bladder, and chest were all negative. 
Films of the lumbosacral spine were also within normal 
limits. Routine blood chemical tests were all within 
normal limits. Spinal fluid survey revealed a normal 
spinal fluid pressure, sugar 80 mg. per cent, globulin 
not increased, total protein 27 mg. per cent. Gold 
curve was 22110000. Complement fixation was nega- 
tive. 

Mental status examination revealed a rather classi- 
cal overdramatic presentation. She talked in an ex- 
tremely long, detailed and rambling fashion and 
while doing this appeared to show some scanning of 
speech but this was not particularly impressive. Her 
behavior on the ward was one of relative seclusiveness, 
but on approach she beamed widely and related her 
difficulty in great detail. 

Noted during the mental examination were numer- 
ous depersonalizing episodes which apparently had oc- 
curred only since the onset of her somatic symptoms. 
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Interestingly, almost all of these depersonalizations had 
occurred while she was riding a bus, persisting only 
for a few minutes and then rather suddenly subsiding. 
Associated with these depersonalizations were rather 
vivid deja vue phenomena, and some aphasic-like symp- 
toms which occurred only while the patient was at 
home and in the presence of her mother. No aphasia 
was elicited during the examination. Despite the pa- 
tient’s hysterical personality, it was felt that even this 
affectual display was rather rigid and stereotyped, 
giving the impression of a mild degree of euphoria or 
silliness. Aside from the hysterical manifestations, she 
also related much of the gamut of neurotic symptoms, 
including periods of depression, obsessive technics, par- 
ticularly in reference to her household duties, ex- 
tremely paranoid ideation in the sexual sphere with 
some hints of hypochrondriasis and numerous phobias. 
A rather definite pan-neurosis and pan-anxiety seemed 
to be present. No secondary schizophrenic manifesta- 
tions were elicited. It was noted during the examina- 
tion that the patient seemed to have some difficulty 
with recent memory, despite the fact that her remote 
memory was intact in a very obsessive fashion. Her 
intelligence seemed superior but vividly inappropriate 
in terms of her judgment which was extremely over- 
ambitious and unrealistic. The final opinion was that 
although much of her syndrome could be explained on 
a hysterical or expressional basis, there was a strong 
possibility that some organic brain disease contributed 
to her mental status. 

Approximately two weeks after her admission, the 
patient developed a complete paralysis of her left fifth 
cranial nerve, both sensory and motor. She also de- 
veloped an upper left seventh paralysis. These find- 
ings persisted approximately 5 days and gradually sub- 
sided with a complete return of function in about two 
weeks. She was seen in neurologic consultation at 
which time the diagnosis of multiple sclerosis was 
made. It was felt that this multiple sclerosis was 
combined with a hysterical reaction. She was dis- 
charged from the hospital with the diagnoses both of 
multiple sclerosis and of conversion reaction. 


Because the observers were so impressed by 
the severe psychopathology, which I would 
diagnose as early or pseudo-neurotic paranoid 
schizophrenia, the concomitant multiple scle- 
rosis was not diagnosed for four years, despite 
the numerous and frequent indications, and 
the suspicion of its presence early in treat- 
ment. Over and over again the symptoms 
were seen in the context of the diagnosis of 
hysteria, and no further thought was given to 
the possibility of another diagnosis. 

It js of at least passing interest that the 
initial symptom, the rectal incontinence, oc- 
curred in a situation of great emotional stress, 
and this dramatic episode made the diagnosis 
of “hysterical conversion reaction” all the 
more plausible. Since the onset of Raynaud's 
disease’, diabetes?, ulcerative colitis, peptic 
ulcer, asthma, (and probably many other 
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diseases)* has been seen to occur in sit- 
uations of stress, it does not follow that in- 
itial symptoms occurring in stressful situations 
are necessarily hysterical. The symptoms may 
be over-determined, and may usher in some 
structural illness, itself the result of a combi- 
nation of emotional and structural factors. 
This has been shown to occur also in mul- 
tiple sclerosis, by Brickner and Simons.* 


Case 2.—This is a 46-year-old colored woman, first 
seen in the clinics of one of the local hospitals in 
February, 1947. Her constant complaints were vom- 
iting, poor appetite, and weight loss. It was noted, 
however, that she had tremendous resentment against 
her mother and her landlord. Her overt angry feel- 
ings led to her referral to the Psychiatric Clinic in 
1952, but during the five years that she was seen in 
various hospital clinics she was usually referred to as 
“neurotic.” 

In August, 1950, an x-ray showed a definite duo- 
denal ulcer. In December, 1950, her weight had 
dropped from 163 to 122 pounds, and a note read: 
“Although there are resentful feelings in this case, she 
may very well represent a case of gastric retention due 
to duodenal scarring, and if a gastrointestinal series 
bears out this impression, she will be referred to sur- 
gery.” 

Yet it took 27 months before the referral to surgery 
was made, the delay being due to the impression that 
her symptoms were only or mainly neurotic. 


The psychiatrists were at first misled as well, and 
that was due to a beautiful set of phony psychody- 
namics that was elaborated for this patient. The 
patient’s ulcer had developed soon after she had been 
forced to leave her mother’s house (where she had 
been living for twenty years, following the divorce of 
her husband) and her place had been usurped by the 
return of a relative from service with his growing 
family. Her troubles began at this point. She moved 
into a rooming house, and had a very peculiar living 
arrangement there. She lived in one room, which 
was also the entrance foyer to a back bedroom where 
two men, one her landlord, lived. These men had 
frequent “parties” at night, bringing their girl friends 
in through the patient’s room at all hours. She com- 
plained bitterly about her lack of privacy, and when 
her psychiatrists discovered that there was another 
entrance which the men could have used, if she had 
insisted upon it, it seemed plausible that the patient 
unconsciously enjoyed the sexual activities, voyeuris- 
tically, in a vicarious manner. This made sense par- 
ticularly when the history revealed that she had had 
an alcoholic father, an alcoholic husband, and an alco- 
holic 20-year-old son. She had sworn off men for life, 
after her divorce, and had renounced sex entirely. 
Since sexual desires are not eliminated so easily, this 
was apparently the way in which she was getting 
some gratification. 


So far so good. At this point some of the psychia- 
trists in their attempt to explain a very peculiar 
symptom she had developed went off the deep end. 
The patient had developed a tremendous craving for 


water; she would drink between one and two gallons 
a day. She continued to vomit, however, so she tried 
distilled water and boiled water, but it did not stop 
her vomiting. The explanation was offered that she 
had symbolically rejected alcohol, and was attempting 
at the same time to wash away her sexual guilt by this 
internal hydrotherapy. 

It finally became clear about a month after admis- 
sion to the Psychiatric Clinic that the patient’s weight 
loss, dehydration, increasing weakness, and the tre- 
mendous thirst merited a gastrointestinal series. As 
soon as the x-rays were taken, she was sent from the 
radiology clinic to the surgical ward as an emergency, 
for the x-rays showed “a practically complete obstruc- 
tion at the pylorus and duodenal cap.” After ten days 
of suction and transfusion, she had a gastrectomy and 
is doing well. 

Of course, the tremendous thirst was the 
physiological result of the almost total lack of 
absorption of water from the large bowel. 
Her urinary output had been very scanty. But 
no one had bothered to ask her that! 


In this case, as in Case J, there was diagnos- 
tic error because of the evident psychopath- 
ology, and the psychiatrists for a brief time 
compounded the felony committed by their 
fellow physicians with some phony psychody- 
namics. Their interpretation of the case was 
largely correct, but the need to explain every 
symptom satisfactorily led them into error. 
Fortunately, the true situation was discovered 
in time. 

Case 3.—The patient was a 19-year-old girl, first ad- 
mitted to the hospital neurology service on May 2, 
1952, for better control of grand mal and psychomotor 
seizures, which had been present for approximately 
three years. On her admission, positive findings in- 
cluded generalized hyperreflexia, more marked in the 
left arm, the right pupil slightly larger than the 
left, a seizure onset in the right cheek and corner of 
the mouth spreading to generalized convulsions. The 
electroencephalogram showed a left anterior temporal 
random negative spike focus; and left middle temporal 
delta focus. Another electroencephalogram repeated 
a week later showed the same findings. A spinal tap 
done on May 28, 1952 showed an opening pressure of 
340 and a closing pressure of 220, with a quantitative 
protein of 88 milligrams. She was discharged from the 
hospital, and her seizures were somewhat better con- 
trolled on an anticonvulsant. She was followed in 
the clinic after that, and her behavior became in- 
creasingly disturbed. She showed a marked paranoid 
personality, was extremely dramatic, coercive, and de- 
manding of attention, and during some of her seizures 
at home acted in a seductive fashion with her father 
and made homicidal attempts on her mother. For 
these reasons she was admitted to the psychiatry serv- 
ice. 


Her bizarre behavior was so marked that no atten- 
tion was paid to the previous neurological findings, 
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and the spinal tap which had shown the abnormal 
findings described before was not repeated. She was 
discharged from the hospital in January, 1953, showing 
much improvement in her complaints of dizziness, blur- 
red vision, and her slurring of speech and staggering 
of gait were less noticeable. She was still somewhat 
depressed. On her return home, her behavior became 
even more bizarre. There was one episode in which 
she walked around nude in front of her father and 
insisted that he put her to bed, and when he gave in 
to some extent to her sexual demands, allowing her to 
sit on his lap, and sensuously stroking her, he became 
surprised and chagrined when she accused him of a 
sexual attack on her. 

She was returned to the hospital and during one of 
the convulsions fractured her skull. Following this 
she developed signs of cerebral edema, and increasing 
neurological signs which led to a diagnosis of brain 
tumor. This was confirmed when an exploratory 
craniotomy revealed a temporal lobe glioblastoma. 
Following the removal of about 100 grams of brain 
tissue, the patient improved, in that the frequency of 
her seizures decreased a good deal. However, her 
psychotic behavior continued. In the seizures she 
would act out inhibited impulses related to her un- 
conscious needs, some of which have been described 
before. 

At the present time, the picture is essentially that of 
a girl who has a number of seizures a day, the exact 
number of which is difficult to determine outside the 
hospital. She acts in an hysterical, dramatic fashion, 
often with tremendous temper tantrums and very fre- 
quently in a marked sexually provocative manner, de- 
spite the removal of most of the brain tumor at oper- 
ation. 


In this case there is admittedly a confusing 
diagnostic picture, inasmuch as it is entirely 
likely that the patient not only has a brain 
tumor, but is schizophrenic as well. Yet the 
elevated pressure and protein on the initial 
spinal tap plus the neurological findings 
which were present would ordinarily have 
made the attending physicians much more 
suspicious of a brain tumor. It was the pa- 
tient’s very dramatic, bizarre, psychotic be- 
havior which confused the picture. 


Case 4.—The following case illustrates an acute and 
dramatic situation in which a similar sort of error 
was made. The patient was a 43-year-old colored 
woman who three days before admission awoke from 
sleep, got out of bed to go to the bathroom, had pound- 
ing in her heart and a smothering sensation, and fell 
unconscious. She was unconscious between ten and 
fifteen minutes. An ambulance doctor was sum- 
moned. When he arrived at the house, she was in bed 
propped up on three pillows, but still dyspneic. He 
told her to come to the clinic in a few days. Three 
days later she came to the hospital, and fell uncon- 
scious at the admitting desk. She was unconscious 
for about five minutes. The admitting physician 
found that she had had similar smothering attacks 
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ten years before in 1942, and that she had had a history 
of syphilis in 1937. He could find nothing abnormal 
on physical examination, and his note on the chart 
as to her mental situation reads: “She is out in left 
field mentally.” His initial impression was: (1) anxiety 
neurosis; (2) possible schizophrenia; (3) rule out luetic 
heart disease. The medical student assigned to the 
case found nothing wrong on his physical examination, 
noted the mental situation and concurred in the diag- 
nosis. 


The next morning the chief of the medical service 
was making rounds with the staff and medical students, 
when he noticed the patient we are discussing sitting 
in a chair next to her bed. The patient was ashen 
gray, had started to vomit, and had rectal incontinence. 
He turned and asked the students whose case it was, 
and what was the diagnosis. The student replied that 
the patient was “psycho.” The patient was dead 
within five minutes after these words were spoken. 
Autopsy revealed multiple pulmonary emboli, and 
leutic aortitis. The brain was not examined. 

Because of the obvious confusion and lack 
of contact with reality, this patient was put 
down as “psycho,” and little attention was 
paid to her. The nurses expected to transfer 
or discharge her on the day of her death. The 
admitting physician and medical student over- 
looked the possibility that this mental state 
could occur secondarily to some other disease 
process. In this case, it was probably due to 
multiple cerebral emboli. This dramatic sit- 
uation emphasizes the need to teach medical 
students and the house staff that patients who 
are “out in left field mentally” merit their 
serious and expert attention. 

Case 5.—This situation is an extremely common one, 
found in all psychiatric hospitals and is one in which 
only psychiatrists themselves are to blame. The pa- 
tient was a 23-year-old white man on the psychiatric 
wards of one of the local hospitals, who was demand- 
ing, hostile, paranoid, and constantly asked for the at- 
tention of every one on the staff. He had frequent 
headaches and insomnia, and was constantly complain- 
ing of physical symptoms. He was always demanding 
to see someone else, either the social worker or one 
of the psychiatrists. He was never satisfied with the 
attention or service given him. When he wanted 
something, he wanted it immediately. This type of 
patient is usually a source of irritation to the entire 
hospital personnel. 


One day he complained of a pain in his upper arm, 
and because of his previous behavior no one paid 
attention to him. It was not until he showed a high 
fever that he was examined carefully, when an abscess 
of his arm was discovered. 

This case is analogous to the tale of the boy 
who cried “wolf” too often. It is included to 
indicate that psychiatrists can overlook physi- 
cal illness, particularly in this type of patient. 
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SUMMARY 


(1) Some case histories have been presented 
in which patients labelled “psycho” had con- 
comitant physical illness, which may easily be 
overlooked because of the attention paid to 
the psychopathology. 

(2) Part of the reason for diagnostic errors 
in this group of patients is the magic of the 
label. The label is accepted even though er- 
roneous or incomplete, and may lead to casual 
attention to other signs and symptoms. This 
is especially true in this day of departmental 
medicine and over-specialization, particularly 
in large hospitals and clinics. 

(3) Incidental attention was paid in this 
report to the influence of emotions in trig- 
gering off initial symptoms of structural ill- 
ness. When the emotional factor coincident 
with the initial symptoms is striking, the pa- 
tient may be classified as hysterical, and the 
physicians may miss underlying structural dis- 
ease. 

(4) In patients with both evident psy- 
chopathology and physical illness, the psy- 
chiatrist may try to explain all symptoms by 
phony psychodynamics. 
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DISCUSSION (Abstract) 


Dr. Russell R. Monroe, New Orleans, La-—The im- 
portant problem which Dr. Lief brings up is the 
either-or concept: that the condition is either “psycho” 
or it is somatic. Unfortunately, current concepts of 
psychosomatic medicine have not helped this; in fact, 
I think, as psychiatrists, we have oversold the con- 
ception, and now we are seeing the result. Any illness 
which is difficult to identify or to understand is 
liable to be labeled “psycho,” particularly if the 
patient has some obvious emotional disturbances. 

How can we break down this concept of either-or? 


One of the ways that I personally try to do it, in 
teaching medical students on the wards, is to have 
them bring me a patient with pneumonia or bacterial 
endocarditis. We go over the patient, and try to show 
here how emotional factors play an important role, 
perhaps as important as the pneumococcus. 


I emphasize to them that we are not talking etio- 
logically here; we are merely describing two ways of 
observing our patients: one, the objective way (that 
is, identifying the pneumococcus); and another the 
subjective way, the emotional life of the individual. 
For instance, why was this chronic alcoholic lying on 
the street under newspapers during an all-night rain, 
the day before he developed his pneumonia? 

We also have a reverse problem. Our psychiatric 
residents are dynamically oriented. They like to be, 
so, if they can give a good dynamic formulation to 
explain any behavior they are very happy and let 
it go at that. 

What I do then is to emphasize the objective: “Yes, 
this patient is a schizophrenic. You can explain his 
behavior dynamically very nicely; but don’t you sup- 
pose that something must be going on mechanistically 
or neurophysiologically in the brain, which is con- 
comitant with this behavior which we observe?” 

We have to emphasize that the psyche and the 
soma are just two ways of looking at the same 
problem, and not necessarily two different etiologic 
processes; one has to break down the old idea of the 
single factor etiology. 

I think all of us have a real obligation, now that 
we have sold the medical profession generally on 
psychosomatic medicine, to be careful that it docs 
not go too far. 

Dr. Lief (closing)—I am very glad that Dr. Monroe 
has emphasized this “either-or” aspect, which I think 
perhaps is really the philosophical meat of my paper. 


EXCRETORY AND RETROGRADE 
PYELOGRAPHY* 


AS AN AID IN THE DIAGNOSIS OF RENAL LITHIASIS 


By Epcar Burns, M.D. 
and 

Rosert HENpon, M.D. 

New Orleans, Louisiana 


The roentgenographic methods of studying 
the urinary tract have been so well developed 
that accurate delineation of the normal, as 
well as variations from the normal, can now 
be obtained in practically all cases. In the 
management of renal calculi correct execution 
of the available diagnostic methods, combined 
with proper interpretation of the findings, 
will leave little question as to the problems 
involved in treatment. Because common er- 


*Read in Section on Urology, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26- 
29, 1953. 


*From the Departments of Urology, Ochsner Clinic and 
Tulane University School of Medicine, New Orleans, Louisiana. 
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rors result from an attempt to interpret films 
of poor quality, emphasis should be placed 
upon the various steps that will insure films 
of diagnostic value. 


In the urographic study of the urinary tract, 
for whatever reason, a plain film as a prelim- 
inary to introduction of an opaque medium is 
routine, and in the management of stones in 
any part of the urinary tract it obviously is 
an ironclad necessity. Attempts to interpret 
urograms in which a preliminary plain film 
has been omitted can lead only to inaccurate 
conclusions. Stones in the urinary tract fre- 
quently cast a shadow of the same density as 
that of the injected medium and may be com- 
pletely obscured by it. It is in the plain film, 
therefore, that the presence of stones is first 
suggested. An exception to this is the small 
percentage of patients with non-opaque cal- 
culi, chiefly those composed of uric acid. 


There are a number of shadows in the 
renal areas demonstrated in the plain film, 
some of which may represent stones in the 
kidneys; others must be differentiated from 
them. A plain film of good quality should 
show no evidence of gas in the renal areas 
and should be of such exposure as accurately 
to delineate the renal borders, psoas shadows, 
outlines of the spleen and liver, and adjacent 
bony structures. The shadows within the 
renal border produced by stones are usually 
of such character as to leave little question as 
to their nature; for example, stones that con- 
form to the shape of the renal pelvis or cal- 
ices, the various types of branched calculi and 
renal calcinosis. In such cases supplemen- 
tary studies serve only to evaluate the patho- 
logic changes that have occurred in the kid- 
neys as the result of the calculi. Stones in the 
gallbladder are often superimposed upon the 
right renal shadow and not infrequently are 
of the same consistency as stones in the uri- 
nary tract. Multiple gallstones are usually 
faceted; this may also be observed in multiple 
stones in the kidneys. Differentiation between 
the two, however, does not present a real 
problem. 


Other shadows in the renal areas are pro- 
duced by calcified mesenteric lymph nodes, 
fragmentary calcification of the costal carti- 
lages, the tip of a rib or transverse process 
which not infrequently has a greater density 
than the connecting or adjacent bony struc- 
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ture, calcified adrenals, and, less frequently, 
calcifications of the renal or splenic blood 
vessels, feces or foreign bodies in the intesti- 
nal tract. A cutaneous mole, an artefact on 
the cassette and various metallic objects may 
also cast shadows in the renal areas. Such 
shadows should rarely be confused with stones 
in the urinary tract. In some cases, however, 
their location, shape and density resemble 
stones closely enough so that confirmation of 
one or the other can be had only after sup- 
plementary studies have been made. 


Urography is the most accurate method of 
identifying and localizing stones in the kid- 
neys, as well as of demonstrating pathologic 
alterations that may have been produced in 
the pelviocaliceal system as the result of their 
presence. The development of non-irritating 
and relatively non-toxic opaque media during 
recent years has made it possible to obtain 
satisfactory urograms by either the excretory 
or retrograde method. One complements the 
other. There are individual indications, as 
well as contraindications, to one or the other 
that should always be respected. 

The simplicity of obtaining an excretory 
urogram, and the information that it may 
provide, have led to its liberal use in the 
majority of medical centers. Being a non- 
instrumental procedure, it is available to the 
medical profession as a whole and has led to 
the more frequent and earlier recognition of 
stones as well as other lesions involving the 
urinary tract. Its chief advantage lies in the 
diagnosis of lesions of the upper urinary tract 
and, therefore, in the diagnosis of renal cal- 
cull. 

There are several prerequisites to obtain- 
ing excretory urograms of good quality. One 
of the most important is relatively normal 
renal function. The density of the shadow 
produced in the collecting system is in pro- 
portion to the ability of the kidneys to con- 
centrate urine, and obviously, in the presence 
of poor renal function there will not be 
enough concentration of the media to be of 
diagnostic value. According to the figures used 
in our laboratory, if the urea nitrogen is 40 
milligrams per cent or above, films of diag- 
nostic quality will not be obtained. 

Next in importance is adequate preparation 
of the patient. The bowel should be free of 
gas and feces. This is best obtained by admin- 
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istration of one and one half or two ounces 
of castor oil the evening before examination. 
Food and fluids should be withheld for twelve 
hours prior to administration of the dye. Un- 
der ideal conditions the maximum concentra- 
tion of the dye in the urine is approximately 
5 per cent. All the media used are slightly 
diuretic, and obviously, if adequate precau- 
tions are not observed, the results will be un- 
satisfactory. 

A satisfactory excretory urogram should 
show the positions of the kidneys and their 
relative functional value. It should localize 
shadows seen in plain films as being in the 
renal pelvis, calices or renal cortex and should 
indicate pathologic changes that may have 
occurred. Obstructive stones will produce de- 
layed concentration of the dye, and additional 
information may be obtained by making de- 
layed films. The excretory urogram will give 
some indication as to whether the stone is of 
primary origin or of secondary development 
in that an obstruction at the ureteropelvic 
junction or some other part of the urinary 
tract may be demonstrated. Secondary stones 
are often multiple. The size and location of 
the stone, and the pattern of the pelviocaliceal 
system are of diagnostic importance from the 
standpoint of planning treatment. A stone 
that is contained in an entirely intrarenal pel- 
vis obviously requires different consideration 
from an operative standpoint than one con- 
tained in an extrarenal pelvis or one second- 
ary to hydronephrosis. Stones trapped in a 
hydrocalix, or in a pocket left by a cortical 
abscess that has ruptured into the collecting 
system, are frequently demonstrated in the ex- 
cretory urograms. Shadows that are character- 
istic of stone in an apparently extrarenal area 
may be shown by the urograms to be con- 
tained in fused kidneys or kidneys in an ec- 
topic position. 

Films should be made with the patient in 
both the prone and upright positions in order 
to determine whether or not fixation of the 
involved kidney is present. The importance 
of this is recognized by every urologic surgeon. 

The frequency with which excretory uro- 
grams are made in connection with routine 
physical examinations has resulted in demon- 
stration of a surprising number of asympto- 
matic renal calculi. It has also led to earlier 
recognition of the cause of persistent urinary 


infection, which not infrequently is a stone 
that has not produced colic. Vague discomfort 
in the renal areas and microscopic hematuria 
are commonly demonstrated to be due to re- 
nal calculi. 


There are relatively few contraindications 
to excretory urography. Poor renal function 
is a contraindication only because diagnostic 
films will not be obtained. Excretory urogra- 
phy is advised cautiously in extremely debili- 
tated patients and is contraindicated in pa- 
tients allergic to iodides. The various sensi- 
tivity tests are of doubtful value in determin- 
ing whether or not a significant reaction to 
the injection will occur, although they do pro- 
vide some legal protection. We have used the 
conjunctival test, tongue test, skin test, and 
the preliminary intravenous injection of 1 cc. 
of the medium, and have observed severe re- 
actions in some whose reactions to these tests 
were negative, and no reactions in some with | 
positive reactions to the tests. During the past 
twelve years we have made 31,211 excretory 
urograms with various types of reactions with- 
out any fatalities. lodopyracet, sodium iodo- 
methamate and sodium acetrizoate have been 
the media used. 


The results obtained from excretory uro- 
grams, in many cases, will provide all the in- 
formation necessary to outline the plan of 
treatment. The chief disadvantage of excre- 
tory urography is failure to provide sufficient 
visualization for accurate interpretation. There 
are a number of reasons for poor visualization 
that are not due to permanently damaged kid- 
neys. The diuretic effect of the medium, the 
irritating effect of the stone increasing the 
normal peristaltic activity, and stones produc- 
ing obstruction are common factors. 

The urologist first consulted by a patient 
with renal calculi has the responsibility of 
determining the cause of stone formation, of 
directing the indicated treatment to the stone, 
of correcting associated pathologic changes 
and of outlining steps to prevent recurrence. 
This obviously requires diagnostic accuracy 
which the presently available urographic stud- 
ies will always provide if they are correctly 
carried out. Intravenous urograms, therefore, 
that are not of sufficient quality to permit 
accurate interpretation should always be sup- 
plemented by retrograde urograms. The ad- 
vantages of retrograde urograms are many. 
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The condition of the lower urinary tract can 
be evaluated and urine specimens can be col- 
lected from each renal pelvis for bacteriologic 
study, which is a requirement in the manage- 
ment of renal calculi. A differential renal 
function test should always be done, even in 
those cases in which concentration of the dye 
in the intravenous urogram appears adequate. 
It is a good habit to establish. In those pa- 
tients in whom the stone has produced some 
obstruction renal function can be more ac- 
curately evaluated by the intravenous injec- 
tion of indigo carmine. 


The retrograde pyelogram will provide good 
visualization of the pelviocaliceal system and 
establish the relationship of the stone to its 
various components. Retrograde urograms are 
especially helpful in evaluating non-opaque 
stones, and are absolutely essential in patients 
with reduced renal function, such as those 
with gout, who often have a tendency to stone 
formation. In such cases most careful scrutiny 
of the plain film is essential in order to iden- 
tify areas of the slightest increased density. 
A negative shadow can be seen in the uro- 
gram if the stone is of any particular size. 
Negative shadows must always be differenti- 
ated from tumors and blood clot in the renal 
pelvis. Air bubbles produce negative shadows 
but can usually be identified as such. Local- 
ized caliectasis resulting from a stone blocking 
the infundibulum is usually more accurately 
delineated by the retrograde pyelogram than 
by the intravenous urogram, especially if there 
is enough obstruction to prevent adequate 
concentration of the dye in this area to pro- 
duce a shadow, although occasionally the re- 
verse is true. Branched calculi present no 
problem of identification, but retrograde uro- 
grams are necessary in most cases in order to 
estimate renal function accurately as well as 
to demonstrate the amount of caliectasis that 
exists beyond the tips of the calculi. Nephro- 
calcinosis, such as is encountered in hyperpara- 
thyroidism and chronic pyelonephritis, has 
frequently produced enough reduction in re- 
nal function to prevent accurate evaluation 
by excretory urography. In such cases retro- 
grade urograms will demonstrate the relation- 
ship of the calices to the calcified areas. 


The so-called cortical stones are commonly 
situated near the tip of the calix and usually 
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require retrograde urography in order first to 
determine that the shadow is a stone located 
in the kidney, and secondly, to establish 
whether or not the cavity containing it com- 
municates with the calix. In such cases the 
urogram should be made in both the antero- 
posterior and oblique positions. Lateral pyelo- 
grams may be made but are usually not so 
accurate because of the adjacent vertebral col- 
umn. A right retrograde urogram is not 
infrequently necessary in order to differenti- 
ate renal calculi from stones in the gall- 
bladder. The anteroposterior view in some 
cases is not entirely adequate but the oblique 
or lateral view will show the shadow to be 
well in front of the renal area. An oblique 
retrograde pyelogram may also be necessary 
in order to differentiate other shadows in the 
renal area from stones in the kidney. It is 
also of value in conjunction with the antero- 
posterior view in localizing stones in a par- 
ticular area of the kidney. This is especially 
true of those situated in various areas of the 
cortex. Moderate degrees of stasis in associa- 
tion with renal calculi can be accurately de- 
termined only by retrograde urograms. The 
emptying capacity of the kidney is demon- 
strated by following the initial film by a 
fifteen- or twenty-minute delayed film. Like 
the excretory urogram, retrograde urograms 
should always be made in both the prone 
and upright positions in order to determine 
whether or not the kidney is fixed to the sur- 
rounding structures. 


The chief contraindications to retrograde 
urograms are the contraindications to cystos- 
copy in general, plus several factors related 
to the kidneys specifically. The contrast mate- 
rial currently used is relatively non-irritating, 
and this has largely eliminated the pyelo- 
graphic reactions previously encountered fol- 
lowing use of sodium iodide. Retrograde uro- 
grams should be advised with caution in the 
presence of severe stasis of the renal pelvis. 
In these cases the catheter should be left in 
for thirty minutes or more in order to allow 
complete evacuation of the contrast material. 
A retrograde pyelogram is contraindicated if 
the stone is blocking the ureteropelvic junc- 
tion, unless the catheter is to be left in- 
dwelling. In patients with bilateral stones and 
greatly reduced renal function, bilateral simul- 
taneous retrograde pyelograms are inadvisible. 
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SUMMARY 


Urography is the most accurate method of 
identifying stones in the kidney as well as of 
demonstrating pathologic alterations produced 
by their presence. Satisfactory urograms may 
be obtained by either the excretory or retro- 
grade method. Each method has its indica- 
tions and contraindications but one method 
complements the other, so that in many pa- 
tients both methods may be necessary. Empha- 
sis is placed on the importance of obtaining 
films of diagnostic quality as well as their ac- 
curate interpretation. Plain roentgenograms 
should be made routinely as a preliminary to 
all urograms. 


Discussion follows next paper, page 768 


BACTERIAL STUDY AND STONE 
ANALYSIS* 


By Epwin L. Prien, M.D. 
Brookline, Massachusetts 


An understanding of urinary infections and 
of the composition of stones are significant 
and often important aspects of the evaluation 
of the surgical kidney involved with lithiasis. 
This is especially true of that group of sec- 
ondary calculi associated with urea-splitting 
organisms exemplified by the staghorn stones 
which commonly are surgical problems. 


Calculi may be classified on the basis of 
composition. The largest class is that of 
calcium-containing calculi and they fall nat- 
urally into two clinical groups. The distinc- 
tion seems to be based mainly on urinary re- 
action. Some exceptions have been found but 
not many. 


Primary calcium-containing calculi occur in 
individuals who apparently have a normal 
urinary tract and an acid urine. These stones 
are usually composed of calcium oxalate or of 
mixed calcium oxalate and calcium phos- 
phate. If infection is present it is caused by 
organisms which do not render the urine 
alkaline. 

The other group of calcium-containing cal- 
culi are generally considered ‘‘secondary” 
calculi, that is, secondary to or associated 
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with other urinary tract disease such as ob- 
struction, stasis or chronic infection. The 
urine is almost invariably alkaline due to the 
presence of urea-splitting organisms. These 
stones are generally composed of magnesium 
ammonium phosphate and calcium _phos- 
phate, and are the common dendritic or stag- 
horn stones. 


However, it should be pointed out that all 
calculi which are of the staghorn or dendritic 
type are not associated with urea-splitting in- 
fection. About 20 per cent of them are com- 
posed of almost pure calcium phosphate, usu- 
ally with a little calcium oxalate, and the 
urine is usually slightly acid or neutral. They 
contain no magnesium ammonium phosphate 
and belong in the first group, with the so- 
called primary group of stones. Yet they look 
just like the staghorn stones associated with 
urea-splitting infection. This distinction is 
important. 


As a result of infection by urea-splitting 
organisms a primary stone of any composition 
may acquire an external portion of calcium 
phosphate and magnesium ammonium phos- 
phate and have the external appearance of 
an “alkaline infection” stone. It is unwise to 
guess at the composition of a stone from its 
external appearance, and color is also an un- 
reliable guide. 

The noncalcium-containing calculi which 
account for slightly less than 10 per cent of 
all stones, are composed of cystine or uric 
acid. Usually, but not always, they are pure 
calculi. They occur in an acid urine, usually 
uninfected, except secondarily. Despite re- 
ports to the contrary, urates are rare in calculi 
when accurate analyses are done. 


The most obvious effect of urinary infec- 
tion in renal lithiasis has to do with the in- 
fluence of the organism on urinary pH. Many 
organisms appear to have no effect on the 
pH of the urine at all; others tend to make 
it alkaline. Carroll and Brennan! have re- 
cently reported that practically all strains of 
B. proteus, about 50 per cent of all strains 
of Staphylococci and an occasional strain of 
B. coli will split urea. Urea is abundant in 
the urine and is a neutral substance. When 
it is broken down by bacteria ammonia is 
formed and this is a powerful alkali. In the 
resulting markedly alkaline urine calcium 
phosphate and magnesium ammonium phos- 
phate become so insoluble that they precipi- 
tate to form stone. 
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The marked effect of increasing alkalinity 
on the insolubility of these two substances has 
been shown. Johannes Meyer? determined 
the average amounts of the various stone- 
forming salts present in a series of normal 
urines from which there had been no _ pre- 
vious precipitation. Then he determined, 
partly by calculation, how much this average 
amount of each salt would saturate urine at 
different pH levels. Now we know that a 
just saturated solution is one which will dis- 
solve no more of a given substance under the 
particular conditions. If you dissolve a salt 
in a beaker of water a certain amount goes 
into solution. Beyond this, further added salt 
merely precipitates in the bottom of the beak- 
er. We call this a saturated solution, corre- 
sponding to a saturation of one. A solution 
which is two times saturated contains twice 
this amount, ef cetera. Now it is possible lor 
some slight degree of super-saturation of the 
urine to exist for a short time. Normal urine 
is just saturated with calcium phosphate 
(apatite) at about pH 5.6. The same amount 
of calcium phosphate saturates it two times 
at pH 6.0, saturates it about four times at 
pH 6.5, and eight times at pH 7.0 and the 
curve rises very steeply after that to a calcu- 
lated super-saturation of 22 times at pH 8.0. 
Another way of saying this is that the solubil- 
ity in urine of this average amount of calcium 
phosphate doubles with each half unit in- 
crease in acidity from pH 7.0 to pH 5.6. 

Obviously even normal amounts of calcium 
phosphate must precipitate in the alkaline 
urine of urea-splitting infection to form stone. 
The same is true in somewhat lesser degree 
for the other component of these calculi, mag- 
nesium ammonium phosphate. Unless the 
alkalinity of the urine can be brought down 
to a point where these two substances become 
more soluble, stone formation must recur. To 
bring the pH down you have to eradicate the 
cause, which is a urea-splitting microorganism. 
This is a difficult problem even in these days 
of potent antibiotics. Nephrectomy instead 
of removal of the stone should be considered 
where marked destructive and obstructive 
changes exist in a kidney with a staghorn 
stone and urea-splitting infection, if the oppo- 
site kidney is in good condition, because of 
the great probability of stone recurrence in 
the presence of ineradicable urea-splitting 
microorganisms. This statement is not to be 
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construed as advocating wholesale nephrec- 
tomy for stone. But there is nothing to be 
gained in retaining a practically destroyed 
kidney. Such a policy does not constitute con- 
servation of kidney tissue. 

Renal infection also acts indirectly to pro- 
duce stone. Fibrosis of pelvis and ureter re- 
sult in atony, dilatation and obstruction of 
the upper urinary tract to produce urinary 
stasis and to favor stone formation. The ob- 
structed hydronephrotic kidney is much more 
prone to form a stone than the kidney in 
which drainage is good. 

Since kidney stones are prone to recur in 
probably 15-20 per cent of all cases it is ad- 
visable to seek preventive measures when pos- 
sible. A knowledge of the chemical composi- 
tion of the stone may help us determine the 
cause so that we may eradicate it in addition 
to removing the stone. A knowledge of stone 
composition is also of value in setting up 
regimens of medical management to prevent 
recurrence in cases where continued preven- 
tive measures are necessary. 

In a broad sense there are just two mech- 
anisms responsible for the formation of 
calcium-containing calculi: excessive excre- 
tion of calcium, called hypercalcinuria, and 
excessive insolubility of calcium and_ phos- 
phatic salts, due to the alkalinity of urine 
with a urea-splitting infection. As a cause for 
hypercalcinuria, one looks for hyperparathy- 
roidism, post-menopausal osteoporosis, acido- 
sis, Cushing’s syndrome, skeletal immobiliza- 
tion, or excessive calcium intake. With hyper- 
parathyroidism one eradicates the parathyroid 
adenomata surgically; with the other condi- 
tions the treatment is usually medical, includ- 
ing low calcium diet and acidification of the 
urine. Unfortunately we all too often are 
unable to find a cause for the increased uri- 
nary calcium excretion. If the calculus con- 
tains magnesium ammonium phosphate in its 
various layers one must deal with urea- 
splitting infection as a cause, and with the 
commonly associated disease that is often pres- 
ent with this type of secondary stone. 

In the case of uric acid and cystine calculi 
one must recognize that the metabolic abnor- 
mality responsible cannot be corrected by diet 
and that he must rely on simple alkaliniza- 
tion of the urine to prevent recurrence. Ob- 
structive lesions do occur with uric acid and 
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cystine stones but they are not primarily 
causative. 


If one is going to make use of the findings 
of stone analysis one must have a reliable 
analysis. It is a fact that the average chemical 
examination is of little value. The report con- 
sists of a jumble of ions which often make 
no sense. A few laboratories do provide an 
acceptable chemical analysis when the exam- 
ination is made by an expert. It is my feeling 
that crystallographic analysis, which consists 
of the examination of the crushed stone with 
a polarizing microscope, has many advantages 
over chemical examination. It provides a re- 
port of all portions of the stone from the cen- 
tral nucleus to the outermost layers in terms 
of the stone-forming compounds themselves. 
It is applicable to the smallest calculus. I do 
not have time further to describe this tech- 
nic.44 The advantage of knowing the se- 
quence of deposition in a stone of mixed com- 
position should be obvious. If magnesium 
ammonium phosphate is deposited only in 
the outer layers of a calculus one cannot pre- 
vent recurrence by eradication of urea- 
splitting infection; one must also consider the 
inner layers or core of the stone. If the inner 
layers contain only calcium phosphate, or 
calcium phosphate plus calcium oxalate, one 
must consider that hypercalcinuria was re- 
sponsible for the formation of the stone. 


Not long ago I examined several recurrent 
calculi from a patient who was suspected of 
hyperparathyroidism on the basis of a slightly 
high blood serum calcium level and the find- 
ing of predominant calcium and phosphorus 
in the stones by chemical analysis. Crystallo- 
graphic study showed that in the center of 
each stone there was a tiny nucleus of uric 
acid. This patient cbviously did not have 
hyperparathyroidism as a primary cause for 
his calculi. Yet chemical analysis missed the 
tiny nucleus of uric acid. With a nucleus 
present of any composition, other salts will 
precipitate upon it much more readily to 
form stone. 

Here is a stone of predominant calcium 
oxalate with a calcium phosphate nucleus in 
which the urine remained acid. 

Here is a typical staghorn stone, much 
larger of course than the previous one but 
having a nucleus of the same composition, 
calcium phosphate. At this point urea- 
splitting infection developed and the urine 
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became alkaline. The result is a change in 
stone composition, with the precipitation of 
magnesium ammonium phosphate in addition 
to calcium phosphate. Had the urine re- 
mained acid, calcium oxalate and calcium 
phosphate might have been deposited. As was 
obvious from the diagram calcium phosphate 
may deposit in acid urine as well as in alka- 
line urine but in smaller amounts. 


Knowing the composition of all parts of a 
calculus it is often possible to reconstruct 
the clinical history from the sequence of depo- 
sition in a stone of mixed composition and in- 
telligently to administer a program for pre- 
vention of recurrence. 


Here is an interesting stone in which the 
clinical history can be correlated with the 
composition. This stone occurred in a young 
woman, who when first seen had an unin- 
fected acid urine. At that time x-rays showed 
a density representing the central portion of 
this stone which is composed of calcium oxa- 
late. The tiny nucleus in the center was com- 
posed of calcium oxalate. Some months later 
the urine became infected but remained acid. 
During this period the intermediate portion, 
composed of calcium oxalate and calcium 
phosphate, was laid down. Operation was 
advised but refused. Then the organism 
changed to a Staphylococcus, which was a 
urea-splitter, and the urine became alkaline. 
This outer portion, composed of magnesium 
ammonium phosphate and calcium phosphate 
was formed. This, then is a stone in which 
the clinical history can be correlated with the 
stone composition and in which the original 
mechanism of formation became masked 
when urea-splitting infection followed. 

It is not asserted that the application of 
specific therapy based on a study of the bac- 
teriology and stone composition will be fol- 
lowed by spectacular success in prevention of 
recurrence in all cases, but it is believed that 
the results may be considerably improved, 
given reasonable compliance by the patient. 
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DISCUSSION (Abstract) 


Discussion on Symposium on “Evaluation of the 
Surgical Kidney Involved with Lithiasis,” by Drs. 
Edgar Burns, New Orleans, Louisiana; William F. 
Melick, St. Louis, Missouri; and Edwin L. Prien, 
Brookline, Massachusetts. Paper by Dr. Melick was 
published in the Journal for May, page 421. 


Dr. Hamilton W. McKay, Charlotte, N. C.—Dr. 
Burns described intravenous urographic studies com- 
bined with the retrograde studies of the kidney and 
ureter. He did not mention air pyelograms which we 
have found indicated in some cases and which give 
valuable information. 

Dr. Prien emphasizes the importance of knowing 
the chemistry of the stone removed and wisely says 
that when the operation is over, the battle to prevent 
reformation of stone has just begun. 


What I prefer to call the borderline type stone in 
the kidney interests me most. The so-called “silent” 
stone gives the patient little trouble and few objective 
symptoms, possibly a few blood cells in the urine. 
Should such a case be operated upon? If so, when? 


A few years ago we analyzed 200 cases of stones in 
the kidney and ureter and tried to work out a clinical 
formula for when to operate and when not to operate 
upon this type of stone. In many cases it is most dif- 
ficult to arrive at a decision. If one can determine 
how much damage the stone is actually causing the 
kidney, then the decision is easy. 


Dr. Harold McDonald, Atlanta, Ga.—The control 
of infection caused by urea-splitting organisms that 
tend to keep the urine alkaline is extremely difficult. 
In certain of these patients the administration of cer- 
tain gels that retard absorption of phosphorus in the 
intestinal tract has been helpful in reducing the pH 
of the urine. It is to be assumed that a good surgical 
reconstruction of the drainage system to eliminate stasis 
has been accomplished. 

An intelligent approach to elimination of infection 
begins with identification of the organisms and _ tests 
of their sensitivity to various antibiotics and drugs 
available to use against them. Dr. Grayson Carroll 
has made comprehensive reports of such studies. 

The method of sensitivity determination used in 
many laboratories is expensive and time consuming. 
\ simple method which is effective, rapid and _ in- 
expensive is known as the disc method of sensitivity 
determination. It is not new, having been advocated 
first in 1947 by Bondy, but it has not received wide 
acclaim. Blotting discs saturated with various anti- 
biotics or drugs implanted on blood agar are used. 
On these is placed the infected urine for study. Sepa- 
rating the discs by cutting pie shaped divisions in the 
agar medium it is possible to determine the effective 
drug or antibiotic within 12 or 24 hours by simply 
looking at the culture plate and comparing the width 
of the zone of inhibition seen around each disc. 

The method does not always identify the organism 
before treatment but this can be done later while the 
effective remedy is being used on the patient. In al- 
most every instance that inhibition of growth of the 


SOUTHERN MEDICAL JOURNAL 


August 1954 


organism was observed on the culture plate the drug 
was effective in control of infection in the patient. 


By retarding or lessening the absorption of phos- 
phorus from the intestinal tract and by the intelligent 
use of antibiotics as determined by sensitivity tests 
in the laboratory we can expect greatly to lessen the 
re-formation of stones in the urinary system. 

Dr. Milton M. Coplan, Miami, Fla.—My associates 
and I have been interested for many years in the 
etiology of stone formation in the urinary tract and 
my personal interest in this subject dates back as far 
as 1927. At that time the late Dr. Holmes and I un- 
dertook a study of the vitamin deficiencies, the break- 
down of the protective mechanism of the colloids of 
the urine, and considered other dietary factors, in 
the hope that we could shed some light on the etiology 
of urinary calculosis. As the years have passed, I find 
myself more or less right back where I started, with 
no definite answer to this problem. 


We may all have disregarded the embryological and 
physiological development of the kidney itself as a 
factor in this process. There can be a congenital 
weakness in the composition of the renal tissue itself, 
just as there may be congenital weakness in other 
tissues of the body, which may be a predisposing fac- 
tor. 

I wish to thank Dr. Melick for bringing to my at- 
tention the fact that non-opaque calculi in the urinary 
tract can be diagnosed by aortography. 


Dr. Burns spoke in some detail of our concepts for 
proper preparation of the patient prior to urography. 
He emphasized the use of castor oil in amounts up 
to two ounces as a means of cleansing the bowel prior 
to x-ray studies of the urinary tract. In my own ex- 
perience I have found that the best preparation of 
the patient is the omission of all cathartics. If the 
patient is not in the habit of a regular early morning 
bowel movement, I simply advise the use of a warm 
clear water enema or a warm saline enema on the 
evening prior to the day the x-rays are to be made; 
otherwise, I only remind him of the importance of 
having such a bowel movement prior to coming in 
for x-rays. I do not withhold feedings prior to x-ray, 
for I believe that the empty stomach or bowel is the 
one that fills up readily with gas. 

The primary factor that must be proven to exist 
or established at the time of operation for removal 
of renal calculi is adequate drainage. Therefore, in 
the study of our x-ray prior to surgery, we must con- 
sider any narrow area along the ureter as a possible 
obstructive factor, even though there is no apparent 
hydronephrosis or hydrocalyx, and at the time we 
enter the patient’s flank we must be prepared to un- 
dertake whatever surgery is necessary to provide ade- 
quate drainage, or at least improved drainage from 
the renal pelvis. 


Dr. Burns referred several times to hydrocalyx, and 
I wonder whether he interprets all dilated calyces as 
hydrocalyces, or whether he considers diverticulum of 
the calyx as a separate entity. If a true calyceal diver- 
ticulum bears a stone, simple removal of that stone 
from the diverticulum means a secondary operation 
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at a later date, for it cannot be hoped that such a 
kidney will clear of its infection. Furthermore, leav- 
ing the diverticulum will probably result in recur- 
rence of stone formation in it. Calycectomy or hemi- 
nephrectomy is a surgical procedure that must be car- 
ried out at the time the stone is removed in order 
to insure success in clearing the patient of infection 
and restoring him to health. 


I was glad to hear Dr. Prien recommend the re- 
moval of a relatively non-functioning kidney rather 
than the simple removal of a calculus from it. In con- 
sidering the removal of a stone from that type of kid- 
ney, I think that we are overlooking the primary 
factors that necessitate the operation. Surgery of renal 
calculi is undertaken for two reasons: to preserve the 
function of the kidney and to restore the patient to 
health. If by removing the stone we cannot expect to 
regain function and if by removing the stone the pa- 
tient is not going to be restored to health because of 
a persistent infection due to some urea-splitting organ- 
ism, then I heartily concur with Dr. Prien that the 
kidney should be removed. Actually, such a kidney has 
already been sacrificed primarily by disease and if the 
remaining kidney has not developed stones before, then 
we can only trust to the good Lord that it will not 
develop them after the removal of its non-functioning, 
deteriorated fellow. 

In those individuals that I have seen with large 
calculi, a kidney which has already been essentially 
destroyed, but which has a normal kidney on the op- 
posite side, it is rare in my twenty-eight years of 
observation that I have ever seen a stone formed in 
the remaining kidney. 


Dr. Grayson Carroll, St. Louis, Mo—The commonest 
cause of recurrence of stones is the presence of Proteus 
or Staphylococcus infection. Any urine which is persist- 
ently alkaline, despite the administration of medication 
and diet designed to make it acid, may be assumed to 
be infected by the Proteus or the Staphylococcus since 
these are the commonest organisms that cause decom- 
position of urea in the urine. 


Dr. C. W. Vermuellen, Department of Surgery, 
University of Chicago, has recently concluded some 
interesting work on the effect of Proteus infection in 
rats. He says that the Proteus infected rats show 
rapid stone formation. In three weeks an average of 
120 mg. of stone was obtained as compared to an 
average of only 19 mg. in the uninfected and un- 
treated controlled group. The group treated with 
furadantin® prior to the introduction of infection 
and a foreign body in the rats demonstrated the ef- 
ficiency of furadantin® in Proteus infections. More 
than half the animals treated with it were free of 
infection. The appearance of stones was, therefore, 
greatly reduced. Renal abscess was noted in the 
Proteus group untreated but when treated with fur- 
adantin® these abscesses failed to appear. It would 
seem then that the evaluation of the surgical kidney 
involved with lithiasis embraces the careful investiga- 
tion of the type of infection. 

Dr. Rudolph Bell, Thomasville, Ga—It would be 
interesting to note in Dr. Prien’s cases whether he had 
stones with oxalate nucleus and phosphorus periphery; 
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and at the time of change in the infecting agents of 
the patients there also was a drastic change in the 
dietary regime, for instance, of a patient undergoing a 
Sippy treatment for ulcer. 

Caution should be exercised in excretory urograms 
immediately following cystoscopies or an _ incorrect 
interpretation of the renal function is likely to be 
made. Quite often, immediately following ureteral 
manipulation, there is a temporary suppression of 
urine of that kidney, and if an excretory urogram is 
made at that time, you may find no contrast media 
in the kidney; whereas, if the excretory urogram is 
made twenty-four or forty-eight hours afterwards, 
you will find a normal functioning kidney. 


Dr. Burns (closing)—An excretory urogram imme- 
diately after retrograde study, of course, should not be 
done. If an excretory urogram is indicated at all, it 
should be done as a preliminary to the retrograde 
study for several reasons. One is that if you have 
good renal function, the excretory urogram may pro- 
vide all the information necessary in order to carry out 
the kind of treatment. Dr. Bell was entirely correct in 
suggesting that inaccurate conclusions may be drawn if 
intravenous urograms are done immediately after retro- 
grade studies for the reason that uretheral spasm is 
often produced by the manipulation. 

The object in preparing the bowel is to get it free 
of gas and feces. The method used to accomplish this 
varies in different medical centers. Not infrequently 
excellent plain films are obtained in patients who 
have had no preparation at all. It is essential, how- 
ever, to have the bowel free of gas and feces in order 
to identify shadows in the renal areas or along the 
course of the ureters; otherwise inaccurate conclusions 
may be drawn. 

Dehydration, on the other hand, is essential to ob- 
taining intravenous films of good quality. All the 
media used are diuretic, and unless an adequate con- 
centration of the medium is obtained, the urogram 
is unsatisfactory. Of the two films shown illustrating 
the so-called calyceal diverticulum containing stones, 
no suggestions were made regarding treatment as that 
was not the purpose of my part of this symposium. 
In one case the urine was not infected; there were 
no symptoms referable to the urinary tract, and the 
patient’s general condition contraindicated elective 
surgery. In the other case the urine was infected, the 
stone was large and Dr. Coplan is quite correct in 
saying that removal of the stone in this type of case 
would not solve the problem. For that reason the 
upper pole of the kidney was removed. 


Dr. McKay is quite correct in saying that consider- 
able information can be obtained from air retrograde 
pyelograms. This was not mentioned in the paper. It 
should have been mentioned perhaps to point out 
its possible danger. There has been a death in our 
community as a result of an air embolus from an air 
cystogram; presumably the same thing could happen 
from a retrograde air pyelogram. 


Dr. Prien (closing)—Dr. Bell asked if a change in 
diet accompanied change in composition of the stone. 
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I am quite sure it does not. We have a number 
of instances which prove it. 

The question was asked whether any type of in- 
fection other than non-alkaline urinary infection had 
an influence on stone formation. In other words, if 
you add an infection to a kidney which has a stone, 
and the urine remains acid, is stone formation facil- 
itated? 

We do not know, but we think so. 


The use of aluminum carbonate gel was mentioned. 
It has no place at all in the prevention of stone, un- 
less the urine cannot be acidified. If the urine can 
be acidified, sodium phosphate plus a low calcium 
diet is to be preferred. Aluminum carbonate may be 
used in uremia, if you cannot acidify the urine. 


Acid ash diet and ammonium chloride acidify the 
urine to increase the solubility of calcium phosphate 
but they also increase the excretion of calcium phos- 
phate. You render the calcium phosphate more soluble 
in the urine but you have more calcium phosphate ex- 
creted. Therefore, you gain nothing. 


PROCTOLOGIC ODDITIES* 


By James E. Ryan, M.D. 
Louisville, Kentucky 


Proctology and individuals in this field of 
specialization have borne the blunt of many 
jibes, puns and Rabelaisian stories. Almost 
everyone enjoys a new story, but after so long 
our cash customers try our patience with the 
rehashed jokes and other gestures of well 
meaning. | am sure most of us here have the 
corner of their desk’s drawers filled with sup- 
posedly original poems, cartoons and mimec- 
graphed sheets of their patients’ personal con- 
cepts of experiences which they underwent 
while hospitalized for various rectal condi- 
tions. I have often thought that it might be 
interesting to have the tables reversed and 
discuss a few interesting experiences from the 
opposite aspect. In the few instances, which 
I plan to bring to your attention, there is a 
certain amount of underlying educational 
benefit that I have never found emphasized 
in any text or encountered in any article. No 
one of these would justify a separate case re- 
port or more than casual reference, but col- 
lectively they might add to the general field. 

Both as an apology and explanation of this 
type of presentation, I should like to relate 
two experiences that precipitated the idea 


*Read in Section on Proctology, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 
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that it might be interesting to review some 
cases of a bizarre nature from our file. For 
a number of years, there has been an often 
repeated story that supposedly happened to 
a professor of proctology in one of our South- 
ern medical schools to the effect that one day 
while inserting the proctoscope in a clinic 
patient there resulted a rupture of a retro- 
rectal teratoma with visualization of the con- 
tents. I have personally discussed the matter 
with the esteemed gentleman in question and 
he assures me that there were only tufts of 
hair and one tooth, but that definitely no 
optical rudiments were present. Only a few 
months ago one of our Louisville colleagues, 
well known to all, Dr. William J. Martin, 
told us that he visualized a patient who had 
a complete lattice work of mucosa pattern in 
the rectum. As it later turned out, this was 
a secondary inflammatory reaction to a post- 
mycid condition and has subsequently been 
described on several occasions. However, be- 
fore the explanation was forthcoming, my 
partner, Dr. Marvin A. Lucas, and I had con- 
siderable discussion as to the possible etio- 
logical agent responsible and the mechanism 
by which this was effected. This experience 
acted as a stimulus to follow through on a 
case of our own of an individual presenting 
a persistent but asymptomatic hobnail, sub- 
mucosal pattern which we finally concluded 
was a residual of typhoid fever a number of 
years previously. 

Just as you have, so have I, heard many 
detinitions of a proctologist from lay and 
other medical personnel, but I can recall only 
one definition from a man who devotes his 
full time to the specialty. He says, ‘A proc- 
tologist is a man who regularly attends meet- 
ings of his specialty group where they spend 
90 per cent of their time discussing cancer 
and infrequently encountered bowel and rec- 
tal conditions and then promptly go home 
and spend 90 per cent of their time removing 
piles.” 


Now that I have brought up the subject of 
hemorrhoids, we were able to find in our of- 
fice a chart which said under “Chief Com- 
plaint,” “I came in to have my piles removed 
because they drag the ground and get sore.” 
As I recall, this history was given by a well 
meaning but not very well educated man 
from the Highland region of the Kentucky 
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Commonwealth. He stuck to his chief com- 
plaint and we got a “no” to every other ques- 
tion in the history relative to his gastrointesti- 
nal tract. Naturally, we were highly elated 
and prepared for his examination in anticipa- 
tion of seeing a record size rectal prolapse. 
Much to our amazement, on examination we 
found nothing more than large sized internal 
hemorrhoids which could be prolapsed easily 
on straining, but certainly nothing that would 
come close to winning a blue ribbon at any 
county fair. After completing the examina- 
tion, we told the patient of our findings and 
said that we could not substantiate his chief 
complaint. At this point, and quite seriously, 
he assumed the squatting position with his 
buttocks at a much lower angle, that is, just 
about an inch above the ground, saying: “Ll 
work in this position about eight hours a day 
as a gardener; now do you believe me?!” 


Leaving aside well established, even though 
rare, medical entities and congenital anoma- 
lies, we have encountered some six cases in 
our file which we believe justify individual 
consideration. 

The first of these, Case 1, we have classified as a for- 
eign body granuloma or mechanical polyp. The pa- 
tient, a middle aged white woman, was seen in the fall 
of 1948 in the out-patient department of the Louisville 
General Hospital. At that time she gave a history of 
rectal bleeding. Anorectal examination was negative 
and on proctoscopic examination at approximately the 
14 cm. level on the left hand side of the bowel, there 
was encountered a bleeding polypoid lesion approxi- 
mating the size of a large marble. This lesion was 
fiery red and was promptly visualized by all the medi- 
cal students present as well as the resident. At this 
point, and after some discussion of the strong possi- 
bility that this was a malignant lesion, the resident 
was told to proceed with a biopsy. After a few minutes 
time, to my amazement, the resident said: “Doctor, I 
am sorry but I cannot biopsy this mass. Will you see 
if you can?” Using a suction tip, we cleaned off the 
blood present and found a hard mass of material en- 
circled by granulation reaction. This stripped off easily 
with increased suction. It was only a few minutes time 
until all the outer layer of granulation had been re- 
moved and we encountered a prune seed, with a long 
pith, lodged in the bowel at this point. It was easily 
removed. Bleeding was easily controlled and the pa- 
tient was cured of her episodes of bleeding with no 
harmful residual. A few years ago, I probably would 
have been embarrassed to relate this experience. 

Case 2.—We have classifed this as a Kangaroo tumor, 
for reasons which will be obvious later. This elderly, 
white man was seen in the proctology out-patient 
clinic of the Veterans Administration Facility in Louis- 
ville, Kentucky in 1947. He had no specific complaints 
referable to his rectum, but was merely being exam- 
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ined for pension purposes. After he had been placed 
in an inverted position, we were quite amazed to see 
on the right buttock, approximately two and a half 
inches from the anal orifice, a cord-like structure ap- 
proximating the diameter of a pencil which emanated 
from the skin and came across the buttock going into 
the rectum. On rectal digital examination, we were 
easily able to liberate a ping-pong sized lipoma and 
pulled it to the outside. His explanation was simple 
and brief. He said that after each bowel action, he 
found it convenient to tuck this mass inside of his 
rectum and then it never gave him any trouble. Treat- 
ment and cure were of the simplest variety. Even here, 
I am not sure we did the proper thing because it is 
quite possible our course of action might have influ- 
enced his chances of receiving government compen- 
sation. 

Case 3 is that of a rectal foreign body. Being aware 
of the fact that almost every vintage and variety of 
foreign body possible to encounter in the rectum has 
been previously described, we felt that it might be 
well to include this particular item because this is a 
foreign body which changed size and shape after hav- 
ing been introduced. This middle aged white man pre- 
sented himself in August, 1952, in one of the local 
hospitals as our patient. When we saw him a few 
hours later, he had what was obviously a large type 
of Spanish onion which was filling the entire rectal 
ampulla. It was impossible to introduce the finger 
into the rectum around this mass as it was held so 
tightly. Upon questioning, as to how this phenomenon 
occurred, we received the following reply: “It is obvi- 
ous that it is too large an object to have been swal- 
lowed.” This is the only history that we were able to 
obtain. We were particularly interested in obtaining 
the specimen whole. Many helpful suggestions were 
made by local personnel, the first being to introduce 
a cork screw into the mass and attempt to pull it out. 
This failed and only masses of onion tissue were re- 
moved. Following several other unsuccessful attempts, 
the patient received a sacral caudal block anesthesia 
and axis traction obstetrical forceps were applied to 
the mass and it was delivered in toto. The large mu- 
seum piece was handled with tender loving care and 
wrapped in tissue and towels so that pictures could be 
properly recorded. The specimen was carried around 
in the back of an automobile for approximately two 
or three days before the opportunity presented itself 
to have photographs made. At this time, following 
the tremendous dehydration process, we again had a 
very small specimen and unworthy of the pictures. In 
fact, the same process had reversed itself that had 
previously caused the onion to become swollen to such 
large proportions, by absorbing the moisture and se- 
cretions, in the heated environment of the rectum. 

Case 4 is that of a calcified rectal impaction. ‘This 
patient, a 45-year-old white man, was admitted to 
one of the local hospitals as a transfer from a small 
community hospital elsewhere in the state with a his- 
tory of a hard rectal impaction that could not be 
broken up even under anesthesia. When seen, he gave 
a history of pelvic pressure for some several months 
and inability to have anything more than a liquid 
stool for at least the previous four months. The patient 
was taken to the operating room and after thiopental 
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induction and sacral caudal block anesthesia, he could 
be examined properly. It was determined that he had 
an old posterior anal fissure with undermining and a 
small abscess secondary to contracted anal outlet. After 
the abscess was opened and a partial sphincterotomy 
was done, it was possible to palpate a hard calcified 
type of mass with spurs covering the greater portion 
of the outer circumference. In short, the mass was 
approximately the size and had the feel of a mock or 
hedge orange or apple. It was impossible after dilating 
the rectum to remove the mass in one piece because 
the spurs had a tendency to lacerate the rectal mucosa 
any time it was moved. Using hemostats to try to 
break up the mass was very similar to scraping them 
on the concrete sidewalk. After protecting the rectal 
mucosa with gauze packings, it was possible to use 
a chisel and other orthopedic appliances to break up 
the hard mass into smaller masses and liberate it. 
Only crude analytical tests were carried out which 
showed the mass to resemble calcium. The only ex- 
planation of this phenomenon was the fact that this 
patient gave a history of having consumed approxi- 
mately a half a pint of milk of magnesia each day for 
the past previous six months. 


Case 5 has to do with a complication following the 
use of prolonged oil anesthesia after anorectal surgery. 
Like most other proctologists, we have gone through 
the “Off again, on again, Hooligan” phase of the use 
of prolonged anesthesia following rectal surgery. About 
two years ago, at which time we were going through 
one of these “on again” phases of the use of this par- 
ticular preparation we injected 3 cc. of dibucaine in 
oil around the anal orifice and proceeded to utilize 
approximately 2 cc. as a pudenal nerve block. The 
anesthetic agent used was dibucaine in oil. This par- 
ticular patient had a most comfortable postoperative 
stay in the hospital and approximately one week later 
when he was first seen in the office, he told us that 
he was beginning to have sensations around the rectum 
again, but he was particularly concerned about the 
fact that he had complete anesthesia along the shaft 
of his penis and in addition to this had a complete loss 
of libido. Naturally, we were a bit concerned and re- 
assured him that this was a natural enough reaction 
following the particular type of nerve block that he 
had. About one week later when he again came to 
the office, he said that his rectal sensation was com- 
pletely normal but the other complication had not 
improved at all. At this time, his office visit was made 
more interesting by the fact that he was accompanied 
by his wife. She was most violent in her complaints 
and threatened us with legal litigation for loss of his 
services. Two more visits were made at five-day inter- 
vals with no improvement of his condition. At the 
end of this time, we were quite alarmed ourselves. 
Needless to say, the following day when we received 
a personal telephone call from his wife reassuring us 
that everything was all right and we did not have to 
worry about any legal involvement, we were greatly 
relieved. 


Along this same line, we should like to 
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interject a word of warning possibly to the 
younger proctologists who have a desire to 
work with their patients in prone position. 
Particular attention should be paid to male 
patients after they have been placed in the 
prone position to make sure that the scrotum 
is well walled off with gauze packing prior 
to preparation with any type of ether so that 
this cannot cause secondary burns along the 
genital organs. We have experienced one such 
unfortunate episode. In a like manner, fol- 
lowing the judicious use of merthiolate® as 
a preparation of the patient and the using 
of an open spark, we encountered an episode 
of jumped flame which was of such severity 
that it caught the drapes on fire and resulted 
in a secondary burn to the buttocks of the 
individual. 


I had intended to include a three-year-old 
child whom we saw in January of this year 
with a history of rectal bleeding. She had a 
rectal lesion approximately at the 4 cm. level 
about the size of a 50-cent piece that had the 
appearance of a malignant growth, the feel of 
a polyp and the characteristics of an opening 
of a duplicated bowel at this point. As it 
turned out, this was a massive implant of 
ectopic gastric mucosa. This case might war- 
rant individual consideration at a later date. 


In its place, we have substituted a methane 
explosion experience. 


This last case is that of a 50-year-old woman who 
was seen in 1947. After sigmoidoscopy, which was neg- 
ative except for a very small pea-sized mucosal eleva- 
tion at about the 6 or 8 cm. level in the rectum, she 
had completed a course of injection for hemorrhoids. 
She was to return and on her last visit was to have 
the small polyp fulgurated. At this visit, using an 
eight-inch proctoscope, the small polyp was well visu- 
alized and a good portion of the instrument was out- 
side the rectum. Because of the extremely low location 
of the polyp and the large size instrument that was 
being utilized, we did not feel, at the moment, that 
suction would be particularly indicated. At the par- 
ticular instant that we had chosen to apply the open 
spark to the very small polyp elevation, nature had 
decided that it was time for this particular patient to 
have a massive expulsion of methane material. The 
amount of gas expelled was of a tremendous nature 
and under considerable pressure. It was of such sever- 
ity that it caused sparks to emanate completely out 
of the end of the scope, and to expel what little 
liquid material was in the stool, as well as to singe 
the eyebrow of the examiner. Naturally, considerable 
noise was associated with the flash. The patient was 
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quite concerned. We reassured her with a simple ex- 
planation: “We were having mechanical difficulty.” 
After the operator's physical appearance had been 
made somewhat more presentable, the patient was 
removed from the table and we informed her that it 
would be a good idea in the next 24 hours to take 
nothing but liquids, and she was given medication in 
preparation for a potential abdominal procedure. For- 
tunately as it turned out, our precautions and bowel 
preparation were unnecessary procedures. 


In conclusion, I have broken precedent 
with tradition in presenting a paper of this 
type and can only hope that it was received 
in the way that it was intended. 


DISCUSSION (Abstract) 


Dr. Mark M. Marks, Kansas City, Mo.—We are prone 
to look upon the unusual proctologic problem as a 
freak that is rare and may never happen again. Yet 
every one has cases of his own to parallel those that 
Dr. Ryan has detailed in his paper. It brings to focus 
the obvious fact that the more we are aware of the 
patient instead of any one organ or function, the bet- 
ter we understand the problem and its treatment. 

It is true that as proctologists we are subject to the 
ribald humor of colleague and patient alike. To see 
the lighter side of any picture is to maintain a sense 
of balance, often the difference between reason and 
nonsense. During my time in this field of healing 
art, the appellations “rear admiral,” “plumber,” “can 
opener” and lately “super-dooper pooper snooper” as 
well as others, more or less complimentary, have been 
applied. 

Like many of you, I too have had my share of for- 
eign bodies inserted into the rectal pouch. If it is a 
glass that has been broken by previous attempts at 
extraction, it can be turned without injury to the 
bowel wall if a heavy rubber dam is placed alongside 
the glass to receive the brunt of the ragged edges. 
Another bit of useful information was given me by 
our colleague, Souren Tashian of Seattle, Washington. 
He advises using a single point cervical tenaculum to 
grasp the glass walls. I have found this effective. 


Dr. Glenn Perry, High Point, N. C—One of my 
cases of foreign body in the rectum had had severe 
hemorrhoids. When they came out, the patient re- 
ported, he had to sit on something to get them back 
in again. He used a ball. 


When I examined him digitally, my whole hand 
went into his rectum and I found up above the pelvic 
rim a large mass. I immediately took him to the oper- 
ating room and put on some retractors and tried to 
pull it down but it tore loose. I sent to the obstetrical 
department and got a set of forceps. It took me twenty 
minues to pull the object out after I got my forceps on 
it. It turned out to be a soft ball 12 inches in circum- 
ference. 


SEALY ET AL.: REFLUX ESOPHAGITIS 


REFLUX ESOPHAGITIS* 


By W. C. Seaty, M.D.+ 
GeorcE BaAy.in, M.D.t 
and 
Gorpon Carver, M.D.t+ 
Durham, North Carolina 


Reflux esophagitis means inflammation of 
the esophagus from the corrosive action of 
regurgitated digestive juices. The escape of 
these ferments into the esophagus occurs be- 
cause of functional failure of the cardiac 
sphincter. The causes of this failure are the 
surgical excision of the sphincter, a sliding 
hiatus hernia, or by repeated vomiting. 


The progression of reflux esophagitis is 
dependent upon the activity of the digestive 
juices on the esophagus. In the early stages 
the inflammation may be superficial; but this 
can cause enough spasm of the esophagus to 
result in its narrowing and shortening. Ero- 
sion of the superficial epithelium may be fol- 
lowed by a frank ulcer. Fibrosis and stricture 
of the esophagus develop as the last stage in 
this progressive process. The stomach can be 
pulled up and through the diaphragm by 
either muscle spasm or longitudinal contrac- 
tion, giving the x-ray findings of a sliding 
hiatus hernia. There seems to be a relation- 
ship between adequate sphincter function and 
the angle at the junction of the stomach and 
esophagus.!. When this relationship is dis- 
turbed, the loss of sphincter function could 
be due to the loss of the sling effect of the 
diaphragmatic crura or the distortion of the 
musculature of the esophagogastric junction. 
The mere displacement of the stomach into 
the chest, when the esophagogastric junction 
is fixed, does not cause the sphincter to be 
patulous for in para-esophageal hernias, 
esophagitis usually does not occur. 

Since the shortened esophagus is seen in 
infants and children, this has led to the belief 
that the esophagus may be congenitally short.” 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26- 
29, 1953. 

+Division of Thoracic Surgery and Department of Radiology, 
Duke University School of Medicine, Durham, North Carolina. 
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In this study there were seven children under 
ten years of age with a hiatus hernia and 
esophagitis, but it is our opinion that the 
short esophagus was the result of esophagitis 
rather than its cause. 

Ectopic gastric mucosa displaced into the 
esophagus has been implicated as the source 
of the digestive ferments that cause esopha- 
gitis.’ In most cases, however, the collections 
of gastric epithelium are small; consequently 
the volume of digestive juice secreted is very 
minute. In Aylwyn’s opinion,* based on stud- 
ies of night esophageal secretions, there are 
probably enough esophageal and salivary se- 
cretions present to neutralize this 
amount of peptic juice. 


small 


Operations about the esophagogastric re- 
gion that destroy the cardiac sphincter mech- 
anism nearly always result in reflux esopha- 
gitis. The indications should be unusually 
sound before destruction of this sphincter is 
advised. 

Persistent vomiting such as might occur 
after surgery, during pregnancy, from a duo- 
denal ulcer, or even in infancy can Cause re- 
flux esophagitis. When these patients are first 
studied by the radiologist, there is usually 
found a sliding hiatus hernia. The role of the 
displaced stomach in the development and 
aggravation of this type of esophagitis is not 
well understood. 

The symptoms of reflux esophagitis are 
best summarized by the following case history 
related by Allison:! 

“A woman of 59 years of age complains that for 6 
years she has suffered from intense burning pain 
behind the lower part of the sternum, which rises up 
toward, or even into, the neck. The pain may spread 
into the jaw, the ear or the hard palate, or radiate 
through to the back between the shoulder blades, or 
down the arm. It comes on especially when she exerts 
herself stooping forward, as in washing the floor, 
bending over the wash tub, poking the fire, or fast- 
ening her shoes. It wakes her in the middle of the 
night, especially if she is sleeping on her back or her 
right side, and she seeks relief from what she de- 
scribes as an agonizing pain by sitting upright and 
taking a few sips of water, milk, or alkaline mixture. 
She says that her throat usually feels dry and burning. 
When she swallows, she may be conscious of the pas- 
sage of food down the gullet, it may cause a feeling 
of soreness and may sometimes lodge toward the lower 
end of the sternum, causing pain which is immediately 
relieved as the bolus passes into the stomach. If she 
bends forward after a meal, food or sour fluid rise 
into her throat and has to be swallowed again. Her 
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husband says that for belching, she takes the first 
prize. Four years ago, she was thought to have chole- 
cystitis, but removal of either a normal or abnormal 
gallbladder did not cure her. Roetitgenography of her 
stomach and duodenum shows no evidence of ulcer. 
She has tried all the advertised stomach medicines 
with only temporary relief and has finally been told 
that ‘the nerves of her stomach have been upset by 
the change of life.’ This story, with minor variations, 
occurs often enough in the hospital out-patient de- 
partment to deserve more notice, and better treat- 
ment.” 

The diagnosis of reflux esophagitis is made 
by evaluation of the history, adequate x-ray 
studies, and esophagoscopy. X-ray studies 
where there is no history of destruction of 
the sphincter will show a hiatus hernia. This 
examination has to be very carefully done 
with the patient’s head in the Trendelenburg 
position or the hernia will be overlooked. 
The radiologist can frequently demonstrate 
spasm in the lower esophagus. 

Material—Cases of reflux esophagitis were 
sought in the records of Duke Hospital. The 
criteria for making this diagnosis was based 
on the history; the x-ray studies; and, in some 
instances, esophagoscopy. 

Of the 130 cases of reflux esophagitis re- 
viewed, 98 cases had hiatus hernia by x-ray 
without a history to suggest another cause. 
Fifteen cases developed from persistent vom- 
iting, and each had a hiatus hernia. There 
were 17 patients who had surgical destruction 
of their sphincter because of achalasia, tumor, 
or chemical burn (Table 1). 

In the cases comprising this study, 91 pa- 
tients, when admitted, had pain, usually heart- 


CAUSE OF CARDIAC SPHINCTER INCOMPETENCE 


No. Cases Per Cent 
Sliding hiatus hernia 98 76 
Surgical destruction of sphincter 17 13 
Persistent vomiting 15 Il 
130 
| 
ADMISSION SYMPTOMS 130 CASES 

Dysphagia or aphagia 100 

Substernal pain 91 

Regurgitation 52 

Hemorrhage 13 


7 TABLE 2 
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burn, or substernal discomfort (Table 2). 
There were several who had pain so situated 
that coronary artery disease was suspected. 
One hundred of the cases had symptoms of 
dysphagia or sudden aphagia. A surprising 
number of cases had recurrent melena, hema- 
temesis, or unexplained secondary anemia as 
their primary complaint. In this series there 
were 13 such cases. The most striking finding 
in reviewing a large number of charts has 
been the attitude of the physician toward pa- 
tients with these complaints. Usually, the fi- 
nal summary is: “There is a hiatus hernia 
present, but it is felt that the symptoms in 
this patient are entirely functional.” One of 
the patients in this series, an 81-year-old phy- 
sician, illustrates this attitude. In 1911 the 
patient consulted Sir William Osler with the 
complaints of heartburn, substernal pain, 
vomiting, and dysphagia almost all of his 
life. He was told that all of his trouble was 
psychogenic. His symptoms continued in the 
same degree. Finally, he began to bleed and 
became aphagic, necessitating repair of the 
hiatus hernia at the age of eighty-two. These 
patients may be neurotic because of their per- 
sistent esophagitis. 

Many of the patients do very well on medi- 
cal treatment (Table 3). This has consisted of 
elevation of the head of the bed, use of atro- 
pine or banthine,® and regulation of diet; so 
that the stomach is kept empty as much as 
is practicable. In the series reported here 47 
cases were treated conservatively with fair re- 
sults, and in another 46 dilatations were car- 
ried out in addition to medical measures. 
Nine cases with definite strictures from ulcer- 
ation were treated with oral dilatations and 
strict medical management with good results. 


METHODS OF TREATMENT 


No. Cases 
Medical 47 
Medical and dilatations 46 
Repair hiatus hernia 15 
Gastrostomy and dilatations 9 
Gastric resection and repair of hernia 2 


Gastric resection and dilatations 1 
Phrenic nerve crush 1 
Resection of esophagus 7 
Cardio-esophagoplasty 2 


TABLe 3 
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In only 37 cases of the 130 in this series 
was it deemed necessary to employ surgery. 
The reasons for surgery were hemorrhage, 
persistence of pain, and difficulty with swal- 
lowing. Repair of the hiatus hernia was the 
treatment in 15 cases. In seven the esophagus 
was transplanted to the dome of the dia- 
phragm. Five of these patients had to have 
dilatations afterwards. Two had a recurrence 
of their hernia, while two had a return of the 
esophagitis. In all eight cases where the Alli- 
son! type of repair of the hiatus opening and 
fixing of the esophagus to the diaphragm was 
done, a good result followed. 

In 10 cases it was necessary to do a gastros- 
tomy and retrograde dilatations. This proved 
to be very effective in the cases of acute ulcer- 
ation and stricture where dilatation from 
above would be hazardous. In one patient a 
subtotal gastric resection with retrograde dila- 
tation was performed. All were benefited by 
this procedure, so that the gastrostomy could 
be closed in a few months. Three of the cases 
had to have subsequent oral dilatations. 


Nine of these patients had resection of the 
esophageal stenosis or plastic procedure on 
this area. Three of these patients have had 
unsatisfactory results with recurrence of their 
esophagitis. 

Other procedures employed were phrenic 
crush in one instance and subtotal gastric re- 
section with hiatus hernia repair in two cases. 
In the latter instances the results were satis- 
factory. 

In this series it was of interest that 15 cases 
of combined duodenal and esophageal ulcer 
were noted. In two of the cases it was possible 
to control the esophagitis by medical meas- 
ures; but in one, a severe hemorrhage from 
the duodenal ulcer occurred; and in a second, 
severe pain ensued from the activity of the 
duodenal ulcer, while the esophagitis cleared 
completely. In another 13 of the cases, hem- 
orrhage from the esophagitis was severe and 
the cause of admission to the hospital. In the 
four cases operated upon by simple repair of 
the associated hiatus hernia by the method of 
Allison,! good results were obtained. 


DISCUSSION 


A sliding hiatus hernia, next to a duodenal 
ulcer, is the most common abnormal x-ray 
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finding in the upper intestinal tract.5 Esopha- 
gitis is frequently associated with it, though 
the symptoms may be vague and mimic other 
chest and abdominal diseases. No longer 
should these patients be dismissed as neurot- 
ics, but active measures should be instituted 
for accurate diagnosis and effective treatment. 


The usefulness of esophagoscopy in evalua- 
tion of these patients has not been adequately 
emphasized. Where a patient has a hiatus 
hernia with bizarre symptoms, the demon- 
stration of inflamed eroded esophageal mu- 
cosa well explains these complaints. 

The treatment of peptic esophagitis, even 
when associated with a hiatus hernia, is by 
medical means in most cases. The keystone of 
this form of treatment is the elevation of the 
head of the bed to prevent night reflux, for 
this is the time most of the damage occurs 
to the esophagus. The stomach should be 
kept as empty as practicable, and for this rea- 
son only a small evening meal is given. Multi- 
ple small feedings as used in the therapy of 
duodenal ulcers should not be used. The pa- 
tient should never lie down after a meal. 
Drugs, as atropine or banthine,® which di- 
minish gastric secretions are helpful. By con- 
tinuing this regime, progression of the esoph- 
agitis can be controlled. 

In certain cases it has been found that 
esophageal dilatation may be an aid to medi- 
cal treatment. The dilatations should never 
be vigorous. They serve to dilate the spastic 
esophagus to make swallowing easier during 
acute episodes. 

If medical measures prove ineffective, a 
more direct approach to the problem is nec- 
essary. The usual indications for surgery are 
pain, hemorrhage and esophageal stenosis. In 
a sliding hiatus hernia that is not accompa- 
nied by a large ulcer or stenosis of the esoph- 
agus, the procedure described by Allison! is 
the operation of choice, as it restores the 
esophagogastric junction and diaphragm to 
their normal position. This will restore the 
sphincter function and prevent esophagitis in 
approximately 90 per cent of the patients. 


In the more advanced cases of esophagitis 
with ulcer and stenosis, a simple hiatus hernia 
repair may not be effective. In these cases 
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the esophagus may be shortened and reduc- 
tion of the hiatus hernia impossible. In this 
series the cases that followed excessive vom- 
iting tended to fall in this category. Gastros- 
tomy and retrograde dilatations were used 
very effectively in these patients. This treat- 
ment puts the esophagus at rest, and retro- 
grade dilatations are much the safest method 
of restoring the esophageal lumen to its nor- 
mal size. Though from the aesthetic point of 
view this method may not be desirable, it 
does preserve the cardiac sphincter, which is 
certainly the single most important considera- 
tion in the treatment of esophagitis. 

In some of the far advanced cases, it may 
not be possible to salvage the cardiac sphinc- 
ter, so a removal of the lower esophagus be- 
comes necessary. This is a last resort pro- 
cedure, for in the postoperative period the 
patient is left with his esophagus unprotected 
from reflux of digestive juices. When this be- 
comes necessary, a vagotomy and gastroenter- 
ostomy or subtotal gastric resection should al- 
ways be done in conjunction with the esopha- 
geal resection. Careful medical management 
will be necessary afterwards for there will still 
be a tendency for regurgitation to occur. Alli- 
son’s' method of by-passing the stomach with 
an esophagojejunostomy would not seem to 
offer any unusual advantage and would only 
further mutilate the intestinal tract. In our 
clinic where total gastrectomy has been done, 
esophagitis has nearly always occurred. 

There are certain special complications of 
esophagitis that warrant further comment. 
Hemorrhage may occur as a sudden exsan- 
guinating episode or slowly over a long pe- 
riod of time. In several of the latter cases 
esophagoscopy has shown diffuse but super- 
ficial ulceration. The reduction of the associ- 
ated hiatus hernia corrected the bleeding. In 
cases where esophagitis is associated with a 
duodenal ulcer, one has to be certain which 
is the principal offender. In one of our cases 
the duodenal ulcer became active as the 
esophagitis subsided. In another, severe bleed- 
ing developed in a patient with resolving 
acute esophagitis making removal of the duo- 
denal ulcer necessary to control the hemor- 
rhage. In these cases the diagnostic value of 
esophagoscopy cannot be overemphasized. 
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SUMMARY 


The esophagus is usually susceptible to in- 
jury from digestive juices. The integrity of 
the cardiac sphincter is necessary for the pro- 
tection of the esophagus from this injury. 


In the treatment of esophagitis many pa- 
tients can be relieved by medical measures. 
Repair of a sliding hiatus hernia when this 
is the cause of the esophagitis will nearly al- 
ways restore sphincter function. Where the 
esophagitis is acute and associated with 
marked spasm, gastrostomy followed by retro- 
grade dilatation is effective and will preserve 
the cardiac sphincter. 


If it becomes necessary as an operation of 
the last resort to divide the cardiac sphincter, 
then a gastroenterostomy and vagotomy or 
subtotal gastric resection should be done as 
a protective measure to the esophagus. 
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DISCUSSION (Abstract) 


Dr. John V. Goode, Dallas, Tex.—All of us are sce- 
ing people with hiatus hernias. A finding that makes 
me suspect the presence of a hiatus hernia is second- 
ary anemia. These persons will often show kyphosis 
and secondary anemia. 

Dr. Champ Lyons, Birmingham, Ala.—I should like 
to ask Dr. Sealy about the problem of reflux esopha- 
gitis in the patient with achlorhydria. This presents 
itself not infrequently. 

In the patients with achalasia following the esopha- 
gogastrostomy and necessary vagotomy, how do you 
manage the problem of recurrent esophagitis with as- 
sociated achlorhydria? 

Eight years ago I did several of these. Six out of 
eight came back with reflux esophagitis, all of whom 
had achlorhydria. Many of these had bled. 

The approach I have adopted for them is to do a 
gastroenterostomy down the distal end of the stomach 
and Allison repair of the stomach which so far seems 
to stand up well. 


Dr. L. H. Bosher, Richmond, Va.—Dr. Sealy spoke 
of Dr. Allison’s by-pass operation in which an esopha- 
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gojejunostomy is done and the stomach is by-passed 
but not resected. Apparently he does not feel that this 
procedure has very much to offer. 

We have performed three such operations for ex- 
tensive lye stricture and have been quite satisfied 
with the functional results in two of the three cases. 
In all cases a cervical esophagojejunostomy was done 
and the jejunal limb brought up through the anterior 
mediastinum according to the method of Robertson. 
The two adult patients eat three meals a day, although 
somewhat slowly, and have remained very well nour- 
ished. One of the two adults required a secondary 
operation because of inadequate removal of scarred 
esophagus at the initial procedure. 

The third patient, a child of ten years of age, devel- 
oped a duodenal ulcer shortly after the operation. 
This has been temporarily controlled by administra- 
tion of colloidal aluminum hydroxide through the 
gastrostomy tube which has not yet been withdrawn. 
We have not yet decided whether to proceed with a 
vagotomy, possibly with implantation of the lower end 
of the jejunum into the stomach. 


Recently in a twenty-month-old child with complete 
lye stricture of the thoracic esophagus a limb of trans- 
verse colon was brought up through the anterior 
mediastinum and an_ esophagocologastrostomy per- 
formed. This is eas'ly accomplished technically and 
may prove to be a better procedure than the esopha- 
gojejunostomy with by-pass of the stomach described 
above. 


Dr. Van Fletcher, Chattanooga, Tenn.—Since the 
problem of by-passing an area of the esophagus has 
come up, I wish to relate a sad experience with that 
procedure, in which we made a pedicle of the jejunum 
and used it to form an esophagogastrostomy by-pass. 
The pedicle became tremendously dilated. It just 
about fills the left chest. 

The openings at each end of this pedicle were per- 
fectly adequate, and we feel that it is a disturbance in 
its blood supply that has allowed the huge distention 
of the segment. 


With that experience, I should be reluctant to uti- 
lize the procedure again. 


Dr. Sealy (closing)—Dr. Lyons brings up a very in- 
teresting aspect of this problem, and that is how, 
after doing a vagotomy and supposedly suppressing 
most of the digestive ferments, the patient still gets 
into difficulty with esophagitis. Where total removal 
of the stomach as well as division of the vagus nerves 
are accomplished, and the esophagus is anastamosed 
to the jejunum, esophagitis is a common complication. 


If a patient can digest a piece of meat, unfortu- 
nately, he can digest his own esophagus. I think that 
is the answer to Dr. Lyons’ question. 


Certainly where conditions are such that the stom- 
ach cannot be used to re-establish continuity of the 
intestinal tract, esophagojejunostomy is indicated, Still, 
I think one would run a better than even chance of 
getting the esophagitis from the intestinal digestive 
ferments. 
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RECURRENT ERYSIPELOID CELLU- 
LITIS OF THE LOWER 
EXTREMITIES* 


WITH CASE REPORTS 


By F. Hamivron, M.D.* 
Memphis, Tennessee 


This disease may be defined as a localized, 
recurring cellulitis, characterized by general 
malaise, anorexia, pain, rigors, fever, swelling, 
redness of one or the other of the lower limbs, 
rarely both, associated with signs of a fungus 
infection of the feet and preceded by trauma, 
recent or remote. 


Etiology —A review of the available litera- 
ture is somewhat confusing as to the exact 
etiology of this disease. Amoss! in a study of 
23 cases which he diagnosed as “recurrent ery- 
sipelas,”” held that it was due to an allergic 
hypersensitization of the tissues to a Strepto- 
coccus antigen. He offered the following data 
in support of his theory: 

(1) In one of his patients who had had six attacks 
within an 11-month period, he desensitized the affected 
part of the leg by giving a Streptococcus antigen every 
fifth day in ascending doses for 42 days. An intra- 
dermal skin test was then made using a Streptococcus 
antigen filtrate with negative result. 

(2) He was unable to recover the Streptococcus by 
needle puncture of the affected area of the skin. 


(3) In all cases there were skin lesions between the 
toes of one or both feet, and, if only one foot was in- 
volved, it invariably was on the side with the cellulitis. 


(4) He cultured beta hemolytic Streptococcus from 
only four cases of the 23 studied. 

Epidermophyton was demonstrated in the scrapings 
and by culture from the toe lesions of some of his 
patients. 

Beta hemolytic Streptococci have been re- 
covered by needle puncture of the involved 
area in erysipelas with impunity.? 

Cutaneous hypersensitization studies in rab- 
bits to the hemolytic Streptococcus have been 
made by many workers.3-° 


Sulzberger et alii® demonstrated a sensitiv- 
ity in the involved area to a Trichophyton 
and suggested that this may have etiological 
significance. Furthermore, clinical improve- 
ment followed desensitization of the involved 
area to the fungus infection. Mulholland? ob- 


*Read in Section on General Practice. Southern Medical As- 
sociation, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1955. 

*From Campbell Clinic, Memphis. Tennessee 

tAssociate Professor of Medicine. 
College of Medicine, Memphis. 


University of 
Tennessee 


Tennessee 
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served marked improvement following the 
eradication of the epidermophytotic lesions in 
cases of lymphedema. 

Birkhaug* ® has perhaps done the greatest 
amount of work on the beta hemolytic Strep- 
tococcus as it relates etiologically to true 
erysipelas and to recurrent erysipeloid cellu- 
litis. He immunized 68 cases of recurrent ery- 
sipelas with erysipelatis Streptococcus toxin 
and of this number only six had recurrences. 

It would seem to this writer, in the face of 
the knowledge at hand based on the experi- 
mental work done by many men and his own 
clinical observations, that the etiological factor 
may be either a fungus or a Streptococcus 
antigen, or both. 


Predisposing Etiological Factors.—First, we 
believe there can be no erysipeloid cellulitis 
which is not preceded by a break in the con- 
tinuity of the skin of the toes or feet as a re- 
sult of a fungus infection which is usually 
chronic. Secondly, trauma in or near the an- 
atomical site of the recurring attacks of cellu- 
litis appears to be a prerequisite to the de- 
velopment of the disease. The patient’s mind 
may be blank to the question, “Did you ever 
receive an injury to your leg or foot?” and 
there may not be visible evidence on physical 
examination of previous trauma. 


Hoyne?® believes that neither erysipelas nor 
erysipeloid cellulitis occurs without trauma. 


Pathogenesis—One can only conjecture as 
to the part trauma plays in this disease. An 
open wound is not absolutely necessary as it 
may follow a sprained ankle or a lick on the 
shin or foot. However, it may develop months 
or years after healed open lesions, be they 
soft tissue or bone. The trauma probably 
results in a physiochemical change in the local 
soft tissues as, for example, the reticulo- 
endothelial system of which the skin is richly 
endowed; or trauma to the lymphatics may re- 
sult in a degree of blockage to the return flow 
of lymph. Local hemorrhage followed by scar 
tissue formation may play a role. 


Based on the chronic appearance of the 
skin lesions in almost all of the cases we have 
seen, there appears to be a variable time inter- 
val or incubation period, of several days at 
least, between the time the fungus infection 
becomes manifest on the feet and the time 
that the clinical symptoms and signs develop. 


The interval between trauma and the time 
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of the appearance of the clinical disease may 
be months or even years. The traumatized 
tissue cells probably become sensitized grad- 
ually after repeated stimulation from an anti- 
genic substance, either Streptococcus or fungus 
in origin, until the explosive state is reached 
resulting in an attack of acute recurrent ery- 
sipeloid cellulitis. 


Symptoms and Signs——The onset may be 
insidious or quite sudden. Usually the pa- 
tient complains of general malaise, headache 
and anorexia for a few hours followed by a 
rigor, rise of temperature of 101 to 103° F. 
and pain in the localized affected part. The 
skin in or near the site of previous trauma 
soon begins to turn dark red and spreads in a 
centrifugal manner with an irregular border 
and without an elevation of the advancing 
erythematous skin margin which is contrary 
to what is observed in true erysipelas. Vary- 
ing degrees of swelling accompany the cellu- 
litis. Palpation reveals no evidence of fluc- 
tuation but marked tenderness and local fever 
over the affected area are present. Subjective 
soreness and palpable tenderness in the groin 
of the affected side may appear early or not 
at all. If present, soreness subsides along with 
the other systemic signs and never results in 
a breakdown of the lymph nodes. The acute 
phase lasts from three to seven days, and as 
this phase wanes, it leaves behind a desqua- 
mating skin. Once the acute stage is over the 
systemic symptoms rapidly disappear and the 
patient returns to a normal state of health. 
In many patients in whom proper preventive 
measures have not been instituted, attacks of 
cellulitis tend to recur closer and closer to- 
gether, even as often as every seven days. 


Diagnosis—The diagnosis is made on the 
history of repeated attacks of a unilateral 
acute cellulitis with involvement of the same 
area of the foot or of the leg with each suc- 
ceeding attack, characterized usually by the 
clinical symptoms and signs above described. 

The clinical laboratory helps very little as 
in our experience, at least, it is rare to dem- 
onstrate by smears or cultures fungi or hemo- 
lytic Streptococci from skin lesions on the 
feet. 


Differential Diagnosis.—This concerns itself 
in differentiating recurrent erysipeloid cellu- 
litis from true erysipelas and recurrent ery- 
sipelatous-like infection such as occurs in pro- 
gressive lymphedema," !* assuming the former 
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is a hypersensitivity reaction to an antigen of 
fungus or Streptococcus origin. According to 
Waisman'* the following features will aid in 
the differential diagnosis as recorded in Table 
1, which shows points of difference between 
erysipelas and an allergic hypersensitization to 
a fungus or Streptococcus antigen. 
Treatment.—Since the advent of the sul- 
fonamides and antibiotics we fear it has be- 
come almost routine with many, if not all of 
us, to order one or more of these drugs when 
a patient presents himself with a clinical pic- 
ture such as has been described. This is es- 
pecially true if the patient has high fever, a 
red swollen leg, leukocytosis and polynucle- 
osis whether or not a pyogenic focus is found. 
We admit our guilt in the misuse of the sulfa 
drugs and the antibiotics in the treatment 
of recurrent erysipeloid cellulitis. If a patient 
has an open infected lesion on the foot from 
which hemolytic Streptococci are grown, one 
surely should give either a sulfa drug or an 
antibiotic after sensitization tests are done, for 
the purpose of eradicating the pyogenic focus, 
only. One should realize, however, that these 
drugs will have no effect on the cellulitis it- 
self, granting that it is an allergic reaction 
to a remote antigen, be it a fungus or a hemo- 
lytic Streptococcus. Furthermore, since these 
two classes of drugs are not without their po- 
tential dangers and, whereas, other less dan- 
gerous and much less expensive therapeutic 
agents are available, they should not be used, 
except in the presence of a proven active pyo- 
genic focus. If the pathogenesis or modus 
operandi of the development of recurrent ery- 
sipeloid cellulitis is a local tissue reaction to 
an antigenic substance of streptococcal or of 
fungus origin, the offender probably has al- 
ready come, leaving its antigenic substance in 


STREPTOCOCCUS 
or 
FUNGUS ANTIGEN 


ERYSIPELAS 


(Inflammation) 
Attack of longer duration 
Marked neutrophylic leukocvtosis 
Temperature higher and pro- 


(Hypersensitization) 
Shorter duration 
Less marked 
Lower and shorter duration 


longed 
Systemic symptoms pronounced Less pronounced 
Swelling prone to persist Temporars 
Vicious cicatrix tends to form Does not form 
(elephantiasis results) 
Erythematous border sharply de- Irregular, not raised 


marcated and raised 


TABLE 1 


‘ 
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the tissue, and gone, some time before clinical 
evidence of the cellulitis becomes manifest. 
Therefore, it would be illogical to use the 
sulfa drugs or the antibiotics, expecting them 
to influence favorably the clinical course of 
the cellulitis. 


We believe the only treatment indicated 
for the patient seen in an acute attack is bed 
rest, elevation of the affected limb, warm 
saline or boric acid wet packs applied inter- 
mittently during the day to the area involved, 
a balanced diet and maintenance of fluid bal- 
ance. If there should be active skin lesions 
on the feet, immersing them in a 0.25 per cent 
chlorazine solution for 20 minutes, three times 
a day, being sure to dry the feet well after 
each treatment, will eradicate the infection. 


The ideal treatment is prevention. The pa- 
tient should be impressed with the importance 
of preventing a recurrence of the fungus in- 
fection. If this is accomplished, there should 
be no future attacks of erysipeloid cellulitis. 
There are scores of drugs recommended for 
this purpose. We have found a 5 per cent 
solution of salicylic acid in compound tincture 
of benzoin applied to the toes occasionally to 
be effective. 


CASE REPORTS 


Case 1.—Mr. B.H. (82428), a white man, aged 24, 
a dental student, was admitted to the hospital on 
March 30, 1948, with pain in the left leg and foot of 
eight hours duration. At 9:00 a.m. on the day of 
examination he had noticed a sharp pain in the left 
foot, general malaise and anorexia. The dorsum of the 
foot soon became red, feverish and tender, accompanied 
by a rigor, fever and aching of the whole leg and 
tenderness in the left groin. 


While in the Army in August 1944, the patient was 
kicked on the left shin, resulting in the formation of 
a large hematoma. The skin was not broken. He was 
hospitalized for a few days and discharged apparently 
well. From then until he received a military discharge 
in March 1946, he had been hospitalized seven times 
because of sudden attacks of pain, rigor, fever and 
redness of the skin over the antero-lateral surface of 
the lower one-third of the left leg at the site of the 
old hematoma which he called “acute thrombophle- 
bitis.”. None of the attacks incapacitated him more 
than four or five days. The eighth attack occurred in 
June, 1947, and this was the ninth one. He said that 
he had had “athlete’s foot” as long as he could re- 
member. 


Physical examination revealed the patient to be well 
developed and nourished, temperature 102.8° F., pulse 
92, respiration 24 and blood pressure 130/80 mm. Hg. 
The skin of the dorsal aspect of the left foot and toes 
was fiery red, tender and feverish. The lymph nodes 
in the left groin were tender but no red streaks were 
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noted in the thigh. The skin of the third, fourth and 
fifth toes was scaly but no fissures or true ulcers were 
present. Examination was otherwise negative. 

The urinalysis was negative. Blood showed hemo- 
globin 92 per cent; leukocytes 13,400; polymorphonu- 
clear neutrophils 93 per cent; lymphocytes 6 per cent; 
monocytes | per cent. Kolmer and Kline were negative. 


His temperature dropped from 103 to 99° F. the first 
night. He received 300,000 units of prolonged action 
penicillin at 12 noon the second day; his temperature 
returned to normal the third day and he was dis- 
charged the fourth day. In telephone conversation 
this patient on August 27, 1953, said he had had only 
one recurrence of the cellulitis in April, 1949, and that 
the writer was the only physician who had diagnosed 
his disease as recurrent erysipeloid cellulitis. Signifi- 
cantly, he also said he had been using a propionic 
acid ointment on his feet intermittently since he was 
discharged from the hospital 51 years ago. 


Case 2.—Mr. F.R.J. (82944), aged 40, a mechanic, 
came to the clinic May 3, 1948, complaining of pain, 
redness and fever in the right leg. This attack began 
18 hours before, being initiated by a rigor followed 
by fever, pain and erythema of the right leg. The 
erythema spread rapidly proximally from the toes to 
involve the anterior lower two-thirds of the leg ac- 
companied by tender “kernels” in the right groin. 


A year before, he struck the anterior surface of the 
middle one-third of the right leg with an axe, resulting 
in a small laceration. A large painful swelling de- 
veloped which his local physician lanced two weeks 
later and obtained blood. The wound healed promptly. 
The present attack was the fourth one he had had 
since the original injury 12 months earlier. Duration 
of the attacks was from three to five days. Each attack 
has resembled the previous one in all of its clinical 
features. 


The patient had a temperature of 101° F., pulse 90 
and respiration 20. The right lower limb revealed 
redness, local fever and swelling of the toes, dorsum 
of the foot and lower two-thirds of the anterior aspect 
of the leg. The margin of the erythematous area was 
irregular and not sharply demarcated as in true ery- 
sipelas. The presence of scaly skin between the toes 
was considered to be evidence of a chronic fungus 
infection. There were no other pertinent findings on 
physical examination. 


The patient was admitted to the hospital. The skin 
of the toes was treated with 5 per cent salicylic acid 
in compound tincture of benzoin. The affected limb 
was elevated and massive, warm, wet, boric acid packs 
were applied intermittently to the leg and foot. His 
temperature dropped to 98.6° F. at 8:00 a.m. the next 
day. By 4:00 p.m. the same day, the swellng of the foot 
and leg had subsided; the erythema and local fever 
had about vanished and his mouth temperature was 
99° F. He was discharged from the hospital to his 
home 22 hours after admission with instructions to 
remain in bed until all signs and symptoms had cleared 
up and to prevent recurrence of the fungus infection 
by the use of a fungicide. 

Case 3.—Mr. B.T. (92543), aged 38, football coach, 
was admitted to the clinic on February 16, 1950, be- 
cause of a painful right leg. Onset occurred 24 hours 
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earlier, with general malaise, headache, rigor, fever, 
redness, swelling, pain, tenderness of lower one-third 
of right leg, medial aspect, and tenderness in the right 
groin. 

While playing college football in 1932-1933, the 
patient said he received numerous injuries to the right 
leg. He had had seven attacks identical to the present 
one in every detail in the preceding 13 years as fol- 
lows: one in 1937, lasting seven days; two in 1942, each 
lasting five days, and the last attack in January 1950, 
which lasted three days. He received a “double dose” 
of penicillin during the last attack. 

Physical examination revealed a well developed and 
nourished, white man with flushed face, hot dry skin, 
temperature 103° F., tachycardia and blood pressure 
110/75 mm. Hg. The mouth and throat were negative. 
Examination revealed swelling, tenderness, increased 
local heat and an erythema involving the lower one- 
third medial aspect of the right leg. Tender right 
inguinal adenopathy was present. Dry scales were 
present on the skin between the toes. 

Hemoglobin was 110 per cent; leukocytes were 15,- 
000; polymorphonuclear neutrophils, 95 per cent; 
lymphocytes, 2 per cent; monocytes, 2 per cent, 
eosinophils 1 per cent; sedimentation rate 4 mm. in 
an hour (Cutler). 


The patient said over the telephone on August 13, 
1953, 3% years after his original admission to the 
clinic that he had not had any signs of fungus infec- 
tion on his feet and no recurrences of cellulitis and had 
continued to use a fungicide to prevent the recurrence 
of the fungus infection. 


Case 4—J.W.N. (110124), a student aged 16, was 
seen on February 20, 1953, because of recurrent pain, 
redness and swelling of the left leg. The attack began 
one week before admission as a tender “knot” in the 
left groin. The next morning he had a rigor and 
temperature of 102° F. The skin of the anteromedial 
aspect, middle and lower one-third of the leg was red 
and felt hot. His local physician saw him and gave 
him 2 cc. of penicillin daily for several doses. He 
thought he had had fever only one day. The patient 
said he had had eight attacks similar to the present 
one since the first, 24% years before. A severe sprain 
of the left ankle occurred eight years before. Two 
wecks previous to admission, he said he had severe 
“toe itch.” 

Physical examination of the left leg revealed a 
brownish red discoloration of the skin at the junction 
of the middle and lower one-thirds. There was local 
fever and tenderness in the leg. No tenderness was 
found in the left groin. The skin of the feet and toes 
presented numerous dry scales and fissures. No other 
abnormalities were found on examination. 


On September 28, 1953, the patient’s father related 
over the telephone that his son had not had a recur- 
rence of the erysipeloid cellulitis but had continued to 
use the medicine intermittently on his feet which was 
given him seven months previously. 


DISCUSSION 


The physician who is not familiar with the 
disease, recurrent erysipeloid cellulitis, finds 
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himself abashed in trying to understand its 
etiology and its recurrent tendency. More- 
over, since he does not know its etiology he 
is embarrassed if his patients have one recur- 
rence after another while he stands helplessly 
by, not knowing how to prevent them. In the 
course of the examination if evidence of a 
fungus infection is found it might be con- 
sidered of no consequence. We had seen quite 
a number of patients with the disease before 
we realized the apparent etiological relation- 
ship which exists between it and a fungus 
infection of the foot of the affected limb. We 
sought diligently for a remote focus of infec- 
tion and were rewarded frequently by finding 
foci in the mouth and throat, such as pyorrhea, 
apical abscesses or diseased tonsils. After these 
foci of infection were removed, the patient 
continued to have recurrent attacks of cellu- 
litis until attention was given to the preven- 
tion of recurrent flare-ups of “athlete’s foot.” 
Recurrences in a patient under treatment is 
proof of derelection in carrying out the treat- 
ment. A plea is, therefore, made that a careful 
examination of the feet for evidence of a fun- 
gus infection be made in every patient and 
appropriate measures be taken to prevent fu- 
ture recurrences of it by the use of a fungicide 
such as 5 per cent salicylic acid in compound 
tincture of benzoin. 


Trauma, such as from a sprained ankle 
(Case 4), contusions (Cases J and 3) or open 
wounds which have long been healed (Case 2), 
is essential to the development of the disease. 
A negative history for trauma proves nothing. 

The number of attacks of recurrent erysipe- 
loid cellulitis which our patients had had be- 
fore admission to the clinic ranged from two 
to 26, and it is no respecter of sex or age. 


Again we desire to emphasize the worthless- 
ness of chemotherapy and antibiotics in this 
disease, except in the rare patient with an 
open infected wound. af 


CONCLUSIONS 


(1) Recurrent erysipeloid cellulitis is an 
allergic-like phenomenon with a selective af- 
finity for a fixed anatomical site with a fairly 
uniform clinical pattern consisting of general 
malaise, headache, pain, rigor and fever. Swell- 
ing and redness of the skin soon appear in or 
near the location of previous injury. 


(2) Pre-existing, acute or chronic fungus 
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infection is an essential forerunner to the de- 
velopment of the disease. 


(3) The pre-existence of trauma is also es- 
sential in its development. 


(4) Products of a beta hemolytic Strepto- 
coccus or a Trichophyton infection, or both, 
are believed to occupy an important etiologi- 
cal role in the development of the cellulitis. 

(5) The manner in which the fungus in- 
fection and the trauma manifest themselves 
in the development of the affection is not 
clearly understood. There appears to be an 
interval, or an incubation period between the 
time of the initial fungus infection and the 
onset of clinical symptoms. 


(6) The number of attacks among our pa- 
tients varied from two to 26. 


(7) Antibiotics and the sulfonamides are 
not indicated, except in the rare patient with 
a proven pyogenic infection. 

(8) Effective treatment in the acute attack 
consists of supportive measures such as rest, 
elevation of the affected limb, local warm sa- 
line or boric acid moist packs intermittently, 
and local application of fungicides to the af- 
fected skin lesions. 


(9) The most important treatment is that 
of preventing the recurrence of the fungus 
infection by the use of fungicides. If this is 
accomplished, we believe there will be no 
future attacks of recurrent erysipeloid cellu- 
litis. 
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DISCUSSION (Abstract) 


Dr. Thorburn S. McGowan, Savannah, Ga.—My first 
awareness of this syndrome and entity came when I 
was surgeon at the Coast Guard Academy in New Lon- 
don, Connecticut. Three cadets came in with the same 
findings that have been described: a hot, red, swollen, 
tender area, primarily starting on the dorsum of the 
foot and extending upward over the ankle. 


Initially, I did not realize that I was dealing with 
this entity, did not know of it, and for that reason 
treated the cases energetically as if they were erysipe- 
las, with absolutely no response to the agents which 
we then used, namely, the sulfonamides. On the third 
occasion, I had read Dr. Sulzberger’s article and be- 
came aware of the entity. I have seen from one to 
three cases every year for the past fifteen years at 
several hospitals. 


In our service, my last case is now hospitalized at 
the Public Health Service Hospital in Savannah. It is 
a classic case, like those described by Dr. Hamilton. 
His only trauma that I know of is surgical trauma 
when a physician did a bunionectomy some twelve 
years previously. 

If in our office we find a man or woman or a child 
with a hot, tender lesion on the foot, a high tempera- 
ture, feeling badly, aching, and we think perhaps he 
has erysipelas, look to see first whether the borders 
of the red area are raised. If they are not raised, look 
in the webbed spaces between the toes and see whether 
the individual has a fungus infection there. If he has 
any sign of fungus, do not treat him with the anti- 
biotics; treat him just as Dr. Hamilton has told you, 
using your favorite method of eradicating the fungus 
infection. The patient will recover. Then if you give 
him a fungicide, as Dr. Hamilton has emphasized, you 
will not be dealing with the recurrent entity. Approxi- 
mately 95 per cent of all the cases which we have 
handled have this concomitant fungus infection. 

A factor which has been notable in our cases is 
the absence of recent trauma, and perhaps we should 
take the question of the necessity of trauma with a 
grain of salt. I think, because from the time our chil- 
dren first stand up, walk and stub their toes, until 
they finally slip on a stairway, fall down and break 
their hips and die from pneumonia at the age of 85 
or 90, they are constantly subjected to trauma of the 
feet. Certainly those of us who are married get our 
shins and toes stepped on quite often. So I wonder, 
when you cannot find a recent traumatic episode, 
whether trauma itself bears the major part in this 
entity. 

Occasionally these cases are stubborn, and I have 
seen them run for twenty days, and the patient does 
not like to stay propped up in a hospital bed with his 
foot in the air, and hot packs around him, for twenty 
days. He usually grumbles and in addition has some 
pain and discomfort. A little cortisone, you may find, 
will resolve those cases rather quickly, because, as you 
know, this is a state of altered tissue sensitivity. It is 
a change in normal response of the tissues due to an 
allergen, and we find that cortisone or ACTH may be 
valuable. 


Dr. Hamilton (closing)—I feel that trauma is an 


ii 


Vol. 47 No. 8 


antecedent factor. The only proof I have of this is 
based on clinical observation in patients who specifi- 
cally related a history of trauma and in many instances 
physical evidence was present to support this. In these 
particular cases, the recurrent cellulitis has consistently 
occurred in the region of the injury. 

The patients must be warned that the only way to 


prevent future attacks of cellulitis is to prevent recur- 
rence of fungus infection. 


THE PHYSICIAN’S PLACE IN THE 
DEVELOPMENT OF HEALTH 
COUNCILS IN LOCAL 
COMMUNITIES* 


By R. L. Simmons, M.D.* 
New Orleans, Louisiana 


Before entering into a consideration of the 
relationship between the physician and the 
formation of health councils in local commu- 
nities, it may be desirable to review some of 
the circumstances which indicate the need for 
this activity. 

A considerable amount of time, money and 
effort is spent each year throughout the 
United States in the interest of maintaining 
and improving the health of our population. 
In many instances, these endeavors have been 
very successful. In other instances, it has be- 
come obvious that there is a need for a better 
approach to the evaluation and solution of 
some of our health problems. It may be that 
a portion of this need can be met through 
properly developed health councils. 

The general level of health attained by our 
nation, state, or local community must ulti- 
mately be measured by the health status of 
the individual citizen. The private physician 
has been and should continue to be the per- 
son to whom individuals turn for assistance 
and guidance when their personal health or 
the health of their families is involved. The 
individual, through his own efforts, can do 
much to improve his chances for long life and 
good health. However, there are many times 
when he must turn to his physician for help. 
Special training and skill are often required 
to evaluate and provide a remedy for his prob- 
lem. There are times when the individual’s 
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health and well being may depend upon fac- 
tors that involve knowledge and skills which 
are different from those possessed by the 
physician. It then becomes necessary for the 
patient and his physician to utilize the services 
available from fields other than medicine if 
the desired results are to be obtained. In 
many instances the individual may not be 
aware of the health benefits he derives from 
the work carried on by those whose efforts 
are devoted to such activities as the manage- 
ment of environmental hazards, and problems 
of sanitation, the control of insects, the han- 
dling and processing of foods, and other re- 
lated fields. 


There has been a change in the extent to 
which those who work in one health field 
must depend upon the cooperative effort of 
the workers in other related fields. In past 
years, the outstanding health problems were 
of such nature that the persons and groups 
mentioned above could achieve a reasonable 
degree of success through relatively separate 
and distinct lines of endeavor. There was a 
day when the physician spent a considerable 
portion of his time in the management of 
acute illness which was specific in nature and 
usually of short duration. His principal re- 
sponsibility was often considered to be simply 
the correct diagnosis and treatment of the 
manifest condition presented to him by his 
patient. In a similar manner, the various 
health agencies, official and voluntary, found 
ample justification for devoting a major por- 
tion of their time and resources to large scale 
sanitation programs, the immunization cam- 
paigns, and the development of general com- 
munity interest in the control of certain spe- 
cific communicable diseases. These measures 
are still of basic importance and they must 
be continued without neglect. However, the 
relative proportion of time and money re- 
quired to maintain these programs is now 
quite different from the needs of former times. 
In the past, it was not always necessary that 
a large portion of the population participate 
personally in community health measures be- 
cause many persons were protected to a con- 
siderable degree by the cleanliness and im- 
mune status of their neighbors. Much of their 
benefit was produced in an indirect manner. 


The changes which have come about might 
be compared to a situation where many 
groups of people began traveling toward a 
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common destination. The goal was the elimi- 
nation of certain health hazards. These groups 
started from many different points using sepa- 
rate roadways. Often the roads were parallel 
with occasional means of communication be- 
tween them, but there was little or no relation- 
ship between the various rates of travel and 
the type of transporation used. Now, as these 
groups continue to make progress and succeed 
in reaching some of the intermediate goals, 
through the elimination of some health haz- 
ards, we find that the separate roadways begin 
to merge into a common highway. The road 
surface and the landscape have begun to 
change. New problems have been produced 
and now the progress of each group is becom- 
ing dependent upon the efficiency, the under- 
standing and the willingness of other groups 
to provide proper support and effective par- 
ticipation in a common endeavor. 
Physicians and community health agencies 
are now faced with a situation in which they 
must work together in a cooperative and sup- 
plementary manner if either group hopes to 
achieve optimal efficiency in meeting the 
health needs of the individual citizen. The 
characteristics of the population of our com- 
munities have changed and so have the major 
health hazards. Problems are beginning to 
center around the increasing percentage of 
older people. As a result of improved sanita- 
tion, better levels of immunization, more ef- 
fective drugs and antibiotics, a better general 
standard of living, and other related factors, 
there has been a reduction in the relative im- 
portance of many conditions which formerly 
were serious threats to the life and health of 
infants and young adults. Now the physician 
and his associates deal more and more with 
situations where in addition to certain specific 
etiologic agents causing disease, it is recog- 
nized that there are also emotional, social, 
economic and environmental factors which 
have an increasing influence on the health 
status of many persons. Preventive measures 
in many instances have become of equal or 
even greater importance than curative pro- 
cedures. Under present conditions, however, 
these measures must be modified and adapted 
to specific individuals instead of being applied 
on a uniform mass basis. The physician is still 
the person to whom we should turn for coun- 
sel and guidance concerning the health prob- 
lems of the individual citizen but he should 
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realize that he can serve more effectively if 
he utilizes the various other resources which 
are now available to him. 

It is hoped that from the statements and 
thoughts expressed above, it will be inferred 
that many of our present day health problems 
are rather complex in nature and that there is 
no one person, physician, group, or agency 
that can evaluate and solve to a satisfactory 
degree all aspects of these complex problems 
without some assistance from the others. Sepa- 
rate endeavor may have been relatively suc- 
cessful in the past. Now, there is an increasing 
need for cooperative effort. There should be 
some framework within which the medical 
profession and its related services, the various 
health agencies and other community services, 
the churches, industrial groups, civic groups, 
and interested individuals can meet and dis- 
cuss the nature, the extent, and the best means 
of meeting the various health needs of the 
community. The term “health council” im- 
plies the provision of such an arrangement. 

It should not be difficult for physicians to 
understand the importance of recognizing their 
civic as well as their professional duties. They 
should also be aware of the various opportuni- 
ties for service that are available to them as re- 
spected members of their community. It is 
highly desirable that they be willing to pro- 
vide the professional leadership and the co- 
operative effort that are essential to the proper 
development and functioning of organized 
community effort such as health councils, local 
boards of health, special study groups, and 
other related activities. However, the question 
that is heard all too frequently from the com- 
munity groups is, “Why can we not get our 
doctors to take a greater interest and a more 
active part in our activities?” In many in- 
stances, local physicians do participate very 
effectively in community programs but there 
are still many who have the ability and the 
time to help in the planning and the carrying 
out of these activities who fail to take ad- 
vantage of this opportunity to bring benefit 
to themselves, to the profession and to the 
community in general. 


The role of the physician in relation to the 
local health council will vary depending upon 
the nature of the project involved and other 
factors to be discussed later. The physician 
has a very important and basic relationship to 
these groups; however, it is not always indi- 
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cated that he should assume a primary re- 
sponsibility or carry out the major portion of 
activity associated with the program of the 
group. In many situations his participation 
may prove to be more effective if he func- 
tions as a consultant and provides guidance at 
Strategic points rather than being identified 
as one who is attempting to superimpose his 
own objectives and personal desires on the 
program to the exclusion of all other view- 
points. 


The organization, structure, and functions 
of a health council may vary considerably. 
In some instances very effective work may be 
done by a few individuals who meet infor- 
mally to discuss ways and means of handling 
certain specific problems which have aroused 
their interest. They may be concerned with 
the matter of having all children immunized 
properly by the time they enter school. Proper 
medical guidance of this group would prob- 
ably direct their efforts toward the greater 
importance of protecting children against 
whooping cough and diphtheria during the 
earlier years of life with proper follow-up to 
provide for booster doses of the appropriate 
immunizing agent when they reach school age. 
Other more complex situations can be en- 
visioned in which those with additional inter- 
ests and resources may be called upon to par- 
ticipate with the original small group. This 
may be the result of the physician’s concern 
over the need for home care of certain chil- 
dren with conditions such as rheumatic fever. 
Problems concerning the importance of con- 
tinued schooling for these children who will 
be away from classes for a long time will re- 
quire the attention of the department of edu- 
cation and the group of visiting teachers that 
may be available. It will also help if arrange- 
ments can be made for the participation of a 
public health nurse. In some circumstances the 
worker from the welfare department may have 
an important part to play. The physician has 
a vital interest in all of this but he is not 
able to provide for all of these needs from his 
own resources. 


In other instances the health council may 
be formed on a highly organized basis, con- 
sisting of special representatives from all the 
official, voluntary and civic groups who are 
related to health measures carried out in a 
large community. In addition to these there 
will be representatives from medicine, den- 
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tistry, nursing groups, hospitals, industry and 
a variety of members-at-large who have an in- 
terest in community health. The work of this 
council may be carried on by a group of spe- 
cial committees which make formal progress 
reports. Their interests and activities may 
cover any phase of community life that is 
related either directly or indirectly to the 
health status of the community in general 
or to specific groups and individuals. 

Some persons have raised the question: 
“Why should a health council be formed and 
what will it do that cannot be accomplished 
by these various professional and civic groups 
who in most cases already understand the 
need for cooperative effort?” It is quite true 
that in many instances there has been a 
spontaneous development of cooperative effort 
where these groups have recognized the need 
for mutual assistance. Even though the idea of 
specific or formal organization may never have 
been considered, the activities were usually car- 
ried out on the same basis that an organized 
health council would have developed. Such 
spontaneous development of activities which 
may have an important and far reaching in- 
fluence on the health problems of a commu- 
nity should not be left to chance. There may 
be times when individual and isolated con- 
sideration of certain problems may lead to an 
erroneous conclusion. It may be assumed that 
no action is required, or that it should not 
be undertaken because of inadequate re- 
sources. On the other hand, a consideration of 
this same situation on a group basis by sev- 
eral interested persons who have a more varied 
point of view may lead to a better evaluation. 
The problem may be of greater importance 
than was originally anticipated. There may 
be several effective ways of approach through 
cooperative effort that were not apparent 
when an evaluation was made by the same 
persons on an individual basis. Conversely, 
some situations which appear to one individ- 
ual or group to be of urgent nature may turn 
out to be of less consequence when analyzed 
from a broader point of view. Group evalu- 
ation may save much wasted effort. The im- 
portant point is that it does not make too 
much difference what name is used or what 
type of organizational structure is formed so 
long as an effort is made to enlist the par- 
ticipation of all the various elements of the 
community who have a legitimate interest or 
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part to play in the evaluation and solution of 
community health problems. The medical 
profession should be willing to respond, 
through its individual members or by the ap- 
pointment of special committees, to requests 
from other persons and groups who seek ad- 
vice and assistance in meeting community 
health needs. The physicians should be pre- 
pared to initiate such activity where through 
their professional observation it is recognized 
that health problems exist which are beyond 
their immediate control. The need for action 
through a council or study group may not 
have been recognized originally by the phy- 
sician; nevertheless, he should be willing to 
participate in whatever manner may be in- 
dicated. 

Basically, the role which the physician may 
be expected to play in relation to community 
health councils might be summarized as fol- 
lows: 

(1) Physicians who have the ability and the 
inclination to do so should be designated by 
the medical group of their community to serve 
on the health council or some comparable 
group where they will represent the attitudes 
and thinking of their profession in relation 
to the health needs of the community and the 
measures they feel should be taken to meet 
the various problems. In many instances, the 
non-medical members of community councils 
may not understand the complex professional 
and scientific relationships that are associ- 
ated with programs or problems which the 
average layman considers to be of rather 
simple nature. 

The physician should be in a better posi- 
tion than anyone else to understand and 
evaluate the ultimate influence of both the 
direct and the indirect measures that may be 
attempted on behalf of the individual citizen 
and his health problems. His guidance and 
participation in the basic planning of action 
may help the group to avoid much wasted 
effort and money. 


(2) The physician who serves on the health 
council should also function as a means by 
which the medical profession is apprised of 
the concepts and attitudes of non-medical 
groups in relation to those activities which are 
carried out predominantly by physicians. 
There are times when the medical profession 
assumes that the average citizen possesses a 
certain degree of knowledge and understand- 
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ing about health matters when actually he 
is very poorly informed. At other times, the 
general level of understanding on the part of 
the public may be greater than was antici- 
pated. The representatives of non-medical 
groups who serve on the community health 
council may be able to orient the physicians 
to the actual conditions that exist without the 
necessity of conducting extensive surveys. In 
addition to this, they may be able to point 
out the probable influence of certain prej- 
udices and other attitudes that are not logi- 
cally related to the programs under considera- 
tion. These factors frequently determine the 
success or failure of certain educational pro- 
grams and very often are important in relation 
to the problems of how to persuade the public 
to use their medical and hospital facilities to 
the best advantage. 


(3) Another important role which the phy- 
sician can play is related to the providing of 
a considerable sense of assurance to non-med- 
ical groups in the community that they can 
participate to a definite and valuable degree 
in the management of certain health problems 
even though they do not possess the specialized 
training of the physician. These groups should 
recognize their limitations under conditions 
where specific medical judgment and skill are 
required, but they should be encouraged to 
supplement the efforts of the physician 
through activities such as community educa- 
tion, preliminary and basic surveys, manage- 
ment of those phases of medical as well as 
social and environmental problems where 
their abilities and skills are known to be ade- 
quate. By guiding and utilizing this type of 
assistance, the physician may conserve much 
of his time for use in situations where pro- 
fessional responsibility cannot be delegated to 
others and still promote a wider and more 
efficient type of service to the community. 


Along this same line, if the physician is 
willing to provide guidance and leadership, 
he can help non-medical groups to appreciate 
the importance of not over-selling or pro- 
moting certain activities which depend upon 
the personal services of the physician or the 
use of other medical facilities when these serv- 
ices or facilities may be rather limited or in 
some cases not available. 


These comments have been directed for the 
most part toward the relationship between 
the physician and the local health council, 
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or similar unofficial community groups. The 
implication has been that the local community 
is the area of greatest importance. This is 
believed to be true because, as pointed out 
earlier, the evaluation of our present health 
problems involves the individual and his per- 
sonal needs to a greater extent than ever be- 
fore. National and state-wide programs have 
had and still have an important place; how- 
ever, each community has its own problems 
that in many instances are peculiar to the 
area and require evaluations by those who 
know the contributing factors on a personal 
basis. It requires local organization and the 
participation of local physicians to develop 
activities that will be effective and that will 
utilize and adapt the appropriate aspects of 
national or state plans to the needs of the 
local area. 


The statements which have been made here 
may apply to an even greater degree to the 
need for physicians to develop the proper 
understanding and relationship to the organi- 
zation and functioning of local boards of 
health. The official public health program 
and the efforts of the private physician should 
be carried on with a greater degree of mutual 
understanding and cooperative effort. The 
individual citizen, the medical profession, and 
the health agency will all gain much if their 
inter-dependent relationship can be improved. 


DISCUSSION (Abstract) 


Dr. John R. Bender, Winston-Salem, N. C.—The 
community’s health depends in a large measure upon 
intelligent interest and action on the part of its 
people, both individually and collectively. Society has 
been taught to meet health needs by (1) providing 
health services to do things for people and by (2) 
educating people to do things for themselves. 


The practicing physician both reaps an advantage, 
and has a moral obligation to his community to align 
himself with the local health council in its evaluation 
of community health problems. The attitude of the 
medical profession a few years back, and to a certain 
extent today, that medical problems and medical treat- 
ment are matters to be left entirely in the hands of 
the private physician and the medical profession and 
are no concern to the community, is largely responsi- 
ble for the threatening inroads of socialized medicine. 
I know of no better way to combat this threat and to 
meet this challenge than for the practicing physicians 
to realize and accept the fact that they are com- 
munity citizens as well as community physicians and 
as a result of their dual position they have a certain 
civic obligation in the overall framework of the health 
and welfare of their locals. 
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We have come to look upon health as “a state of 
complete physical, mental and social fitness and not 
merely the absence of disease or infirmity.” We look 
upon public health as the science and art of preventing 
disease, prolonging life and promoting health and ef- 
ficiency through organized community efforts. This 
common sociologic concept, presents a challenge to the 
private physician to translate the health needs of the 
community into desirable behavior patterns and in- 
fluential habits by means of educational processes. 


Dr. Simmons’ point that the function of the physi- 
cian in community health councils should be that of 
a consultant and provide guidance, rather than super- 
impose his personal objectives upon the activity of 
the program, is well taken. 


The medical profession through the private prac- 
ticing physician should use the collective resources of 
community groups as administrative tools in the pro- 
motion of human welfare, as means toward more 
effective living. The practicing physician is in a posi- 
tion to know the health needs of the rural community 
better than the county health officer, and the esteem 
in which the physician is held by his rural clientele 
makes him the logical consultant to organize various 
community health groups and service clubs in in- 
terpreting the general health needs and in establishing 
an effective health council. 


The physician as health consultant should devote 
his time and energies to the problems which are 
basically medical and assign the menial chores to the 
laity to be carried out through group activity. Dr. 
Simmons’ comparison of the elimination of the com- 
munity health hazards as the common goal of all com- 
munity groups, like the roadways and methods of 
travel which converged into a super highway near the 
common destination, is a metaphor which we should 
do well to keep in mind. The physician should re- 
gard himself as the patrol officer of this converged 
thoroughfare. It is his duty to help eliminate the 
health hazards in the roadways of others, as well as 
direct and lead all community groups as they under- 
take to solve the health needs in the community. He 
should show the same willing cooperation in the treat- 
ment of community health, that he manifests in treat- 
ing his private patients. 


TREATMENT OF ATOPIC 
DERMATITIS* 


By Carrott M. Pounpers, M.D. 
Oklahoma City, Oklahoma 


My discussion of the medicaments for in- 
fantile eczema is limited to the use of pyro- 
men,® chlor-trimeton,® staphylococcus tox- 
oid, ATCH and cortisone. 


Pyromen.®—Pyromen® is a refined bac- 


*Read in Section on Allergy, Round-Table Discussion, 
Southern Medical Association, Forty-Seventh Annual Meeting, 
Atlanta, Georgia, October 26-29, 1953. 
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terial product which contains complex poly- 
saccharides and whose beneficial effects in 
allergy are thought to be through cortical 
stimulation of the adrenals somewhat similar 
to the activity of ACTH but to a lesser de- 
gree. Randolph and Rollins! reported on the 
treatment of 150 patients with different types 
of allergic manifestations. They found that 
the blood showed an initial leukopenia, fol- 
lowed by a leukocytosis with a left shift. 
There was also a lymphopenia and eosino- 
penia. 

Zindler? reported good results in most of 
125 patients treated for food allergy. 

It was originally given intravenously in 
doses of one or two gamma (diluted with 
saline) and repeated at three- to seven-day in- 
tervals, gradually increasing the dosage until 
slight chills or febrile reactions followed. It 
has been reported to be effective when given 
intramuscularly and even orally and in doses 
that do not produce chills or fever. It has 
generally been thought to be more effective 
in food allergy than in inhalant allergy. 

The author’s experience with it has been 
limited almost altogether to its use in in- 
fantile eczema. The results have been for the 
most part disappointing, but it does not ap- 
pear to be entirely without beneficial effects. 
It ranks very low among the remedies to be 
employed. 


Chlor-Trimeton ®—The antihistamines are 
modifications of certain phenolic ethers that 
have been found capable of inhibiting the 
action of histamine. Of this group the amines 
seem to act more specifically against hista- 
mine shock while the ethers, which are more 
sedative and antispasmodic are more effective 
against asthma. Trimeton® and _ chlor- 
trimeton® are monamines. To understand the 
action of these drugs one must recall the 
body’s responses to histamine which are chief- 
ly (1) bronchiolar spasm (2) capillary dilata- 
tion with increased capillary permeability 
and (3) increased glandular activity. Since 
allergic skin manifestations are largely the re- 
sult of dilatation and increased permeability 
of the capillaries the benefits from chlor- 
trimeton® would be through the inhibiting 
of this activity. Naturally this would tend to 
relieve the congestion, itching and irritation. 
Actually, it relieves it very satisfactorily in the 
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more acute conditions such as urticaria and 
angio-edema, but works very poorly in 
chronic conditions such as eczema. The 
author depends upon it to a very small de- 
gree. 


Staphylococcus Toxoid. — Staphylococcus 
toxoid is prepared from a hemolytic strain of 
Staphylococcus aureus. A unit is the amount 
obtained from a dermonecrotizing unit of 
toxin. There are several reports of satisfactory 
results from its use in atopic dermatitis and 
infantile eczema. The exact mechanism of 
its action is not known, but it may possibly 
be its desensitizing effect upon the staphylo- 
coccus toxins absorbed from the surface of 
the affected skin. Some have suggested that 
it acts through stimulation of the adrenals. 
The author feels that Hansel® is right in ad- 
vising small doses, the range being from about 
0.1 to 1 unit. Doses that are too small are 
not effective and those that are slightly too 
large make the symptoms temporarily worse. 
Much larger doses are without effect. Hansel 
recommends in infantile eczema an initial 
dose of 0.1 to 0.2 units intracutaneously every 
three or four days. As improvement takes 
place the intervals may be increased to seven, 
ten or fourteen days. If there is no response 
to the dosage being used it can be cautiously 
increased, but if there is a flare-up of symp- 
toms following any dosage it should be de- 
creased. As long as satisfactory results are ob- 
tained no increase in the dosage should be 
made. 


Results with Staphylococcus toxoid have 
been good enough to justify its being in- 
cluded in the list of worthwhile remedies. 

ACTH and Cortisone.—The nature of the 
action of ACTH and cortisone in allergic 
conditions is still a subject for speculation. 
Probably the most logical explanation is that 
they act by opposing the formation of im- 
mune bodies and thereby lessen or abolish 
the hypersensitive response. At any rate they 
generally produce very noticeable relief of 
allergic manifestations, including infantile 
eczema. 


When one says that these are very useful 
remedies there should be distinct and em- 
phatic qualifications laid down regarding 
their use. In the first place, the author does 
not use ACTH at all and suggests that it be 
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reserved for desperate situations, more des- 
perate than he has encountered up to now. 
If used, it should be limited to a short period, 
not more than two weeks at the most. A 
somewhat different attitude is felt towards 
the oral administration of cortisone, but the 
exercise of much caution is still advisable. 


Cases of infantile eczema come to us where 
large areas of skin surface are involved with 
swollen, crusted, raw, weeping, bleeding, itch- 
ing lesions which will resepond very slowly 
to the usual methods of investigation and 
management. These patients should not be 
deprived of a remedy which will give them 
relief from the terrible discomfort and allow 
the parents, as well as the child, to get some 
rest. It may also clear up the skin so as to 
allow testing to be done if desired. Along 
with its use the necessary studies should be 
carried out and all other needed measures 
of control employed. Large doses are not 
used, generally from 10 to 40 mg., daily are 
given. We do not advise the use of sufficient 
amounts to try to clear up the symptoms en- 
tirely, but to give a moderate degree of relief. 
If unable to control the condition well 
enough by the ordinary methods of manage- 
ment one may employ a maintenance dose of 
the minimal amount that will afford relief 
over a period of weeks or even months. Need- 
less to say, close supervision should be kept 
up and the drug should be terminated by a 
gradual reduction rather than by an abrupt 
cessation. 


SUMMARY 


(1) Pyromen® has been given a fairly thor- 
ough trial and can be omitted from the treat- 
ment without its loss being felt. 


(2) Trimeton® and chlor-trimeton® and 
the other antihistamines are hardly worth 
while in chronic infantile eczema. 


(3) Staphylococcus toxoid is worthy of a 
place in our list of remedies. 


(4) ACTH and more particularly cortisone 
are very valuable agencies for speedy but 
temporary relief of troublesome symptoms. 
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ORAL AND LOCAL TREATMENT OF 
ATOPIC ECZEMA* 


By James C. M.D. 
Nashville, Tennessee 


Before starting a discussion on specific 
measures for oral or local treatment of eczema, 
there are some general recommendations that 
seem worth mentioning. 

The first caution is a time-tested dermato- 
logic law, Primum Non Nocere,' or freely 
translated, ‘First be sure the treatment does 
not injure the skin.” One report disclosed an 
incidence of overtreatment of 35 per cent,” 
and another of 75 per cent.® 

The second caution is that in order to treat 
infantile eczema properly one must resort to 
a combination of pediatrics, allergy and der- 
matology. If any of the three is completely 
ignored the percentage of successfully treated 
cases will drop. Do not hesitate to ask for 
help. In fact a large part of what I am sup- 
posed to cover in this discussion is actually 
dermatological. 

The third caution is, do not forget the psy- 
chological effect on the child, mother, and 
family, so sit down and talk the matter over 
with them. Reassure them that most babies 
will get over it (by two years), that it will 
not leave scars (if not infected), that it is not 
contagious nor in the blood and that the baby 
is healthy and not suffering.! 3 

The fourth caution is do not vaccinate the 
patient or any member of the family while 
the child is affected (on account of the dan- 
ger of generalized vaccinia). 

The final caution is that the more carefully 
the atopic eczema is treated the less likely 
the dermal respiratory’ syndrome*® is to de- 
velop. It is estimated that 80 per cent of the 
infants with atopic eczema eventually develop 
asthma or some other respiratory allergy.5 

Now to my part of the subject assigned. 

Oral Therapy.—In considering oral therapy 
in eczema, diet should probably be given first 
consideration. Here the automatic elimination 
of milk is indicated and also wheat and eggs, 
if these are being fed. Orange juice or any 


*Read in Section on Allergy, Round-Table Discussion, 
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fruit juice should be stopped and ascorbic 
acid substituted. Synthetic vitamins A and D 
should be used to avoid fish oils. Stoesser® 
feels that large doses (25,000-200,000 units per 
day) of vitamin A may be helpful in the 
rough, dry ichthyotic type of skin. Vitamin B 
complex can be added in a non-allergenic 
form such as that made from rice. At one 
time vitamin By, was thought to play a part 
in more than one skin disease especially leuko- 
plakia. From a psychological viewpoint alone 
the mother will be better satisfied if she is 
told that vitamins are being added to be sure 
the baby will not be lacking anything while 
being kept on a restricted or elimination diet. 
Also if the patient is on a soy bean milk re- 
assure her that it contains plenty of calcium. 


Under oral medication the use of sedatives 
is certainly a necessary evil. These are fre- 
quently used to help relieve the tendency to 
scratch and to induce rest. If one considers 
the broad psychological angle larger doses of 
the sedative may need to be given the mother. 
Phenobarbital is the most widely used in in- 
fants and usually satisfactory in doses of 1 to 
4 grain two to four times a day. A quicker 
acting and also more rapidly excreted barbitu- 
rate such as pentobarbital, secobarbital or iso- 
amylethyl barbituric acid, may be used. The 
antihistamines for their possible effect on the 
itching, have been widely used (both orally 
and locally). Those that ordinarily have the 
greatest sedative (side effect) are probably 
most useful, such as diphenhydramine, and 
doxylamine. The average dose of most anti- 
histamines is around 2 mg. a pound per 2t 
hours. Phenobarbital may be added to the 
antihistamines to increase the sedation in the 
very irritable child. If necessary, on account 
of sensitization or lack of response to barbit- 
urates, chloral hydrate or paraldehyde could 
be used, orally or rectally. 

Another form of therapy which might bet- 
ter be classified under diet rather than medi- 
cation (and with which I have had very lit- 
tle success possibly because I have used it in- 
frequently and know so little about it) is the 
use of oral unsaturated fatty acids. Lard, corn 
or linseed oil are examples of these and must 
be used over a long period and in fairly large 
amounts, such as two to three teaspoons lard 
per feeding or 2 to 4 teaspoons soy bean oil. 
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Local medication is more in the province 
of the dermatologist, but at times the pedia- 
trician and allergist must enter into this field 
of treatment. Before using supposedly specific 
local treatment for atopic dermatitis one must 
be as certain as possible that the condition 
really is a true allergic eczema. Three of the 
common skin conditions which can be easily 
confused with atopic eczema are: (1) contact 
dermatitis or eczema (which may or may not 
be allergic), (2) seborrheic eczema (or cradle 
cap) and (3) eczematous infections (bacterial 
and fungus). One may treat an atopic case 
that looks seborrheic as if it were a real “cra- 
dle cap” seborrhea, and not only do no harm 
but thus even help establish the correct diag- 
nosis, and in the meantime cure the patient. 
A 2.5 or 3 per cent ammoniated mercury or a 
1 to 2 per cent salicylic acid in petrolatum 
may be rubbed into the forehead and scalp. 
These are applied twice daily for two to three 
days, cleansing off crusts and scabs daily with 
oil and then after two days shampooing with 
some non-irritating soap such as liquid green 
soap. After a day’s rest the treatment may be 
repeated. If a contact type of eczema is sus- 
pected, removal of the suspected irritant plus 
the use of some oil, vaseline, or bland cream 
may be all that is needed. Some of the silicon 
creams are very helpful in the diaper area. De- 
tergent soap powders are frequent offenders. 

In treating eczematous types of bacterial in- 
fections, oral antibiotics could be used, but 
should be withheld if possible. Specific local 
therapy should be used according to the spe- 
cific infection suspected such as: sulfur in 
one-third to one-half U. S. P. strength for the 
infant, as an anti-scabetic and if a fungus (al- 
though rare in my experience) is suspected, a 
mild 1 per cent benzoic and/or salicylic 1 per 
cent (or their combined use) is indicated. 


In recommending local therapy for atopic 
eczema it is necessary to divide it into stages 
for proper treatment. 


In the early acute stage where it is fre- 
quently limited to the face general measures 
plus some soothing local application such 4s 
bland cream, rose water ointment or carbonis 
detergens cream or a lotion such as calamine 
alone or mixed with lotio alba may be all 
that is needed. The general measures should 
of course include (1) dietary change and elim- 
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inations: (no cow’s milk and the use of a soy 
bean milk or other substitute). No food in- 
criminated by the history should be given and 
synthetic vitamins should be used. (2) It is 
most necessary that protection of the skin 
from trauma by rubbing or scratching be at- 
tempted as all other measures will be of no 
value unless this is done. The following have 
proven helpful for this purpose: (a) the use 
of old x-ray film or anti-frost shield material 
on the bed and on top of the sheet, (b) tying 
hands to bed or crib slats or restraining hands 
with elbow cuffs or use of gloves, (c) using 
sedatives and antihistamines. Frequently all 
these are necessary to prevent scratching. (3) 
Change of environment by moving to another 
residence or hospital. (4) Elimination of com- 
mon allergens such as wool, feathers, linty or 
fuzzy cotton, animals (alive or stuffed), house 
dust. (5) Bathe with oil (? sulphonated or 
with 1 to 2 per cent salicylic in mineral oil), 
or with bran, starch or oatmeal. Stoesser’ feels 
it is better not to use oil but a mild soap for 
cleansing. 


In the wet oozing stage it is almost impera- 
tive to use wet compresses or dressings such 
as (1) saline (one teaspoon to one pint); (2) 
potassium permanganate if the skin looks in- 
fected (1-7,000 to 1-20,000 or an 0.065 gram 
tablet to one to three pints water); (3) Bu- 
row’s solution (5 per cent aluminum acetate) 
diluted 1-10 to 1-30. Tyrothricin or bacitracin 
can also be added to saline if the skin looks 
infected. The dressings must be kept wet and 
in small babies it may be necessary to use an 
incubator, heat cradle or hot water bottles for 
warmth. 


In the subacute stage after oozing has 
stopped, tar in some form is most efficient. 
Painting on undiluted coal tar N.F. usually 
gives good results. This, however, should not 
be used on raw areas or over large skin sur- 
faces. It finds its most frequent use in the 
coin size patchy eczema. Of course coal tar 
can be used in an ointment or paste in a | to 
10 per cent strength (usually 2 to 4 per cent 
in children). 
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As an example: 


Crude coal tar 2.5 (7.5) 
Zinc oxide 15. 
Starch 30. 
Petrolatum 120. 


(Mix and make ointment.) Apply as often as nec- 
essary to keep covered, and clean daily with oil. 
Continue even with marked improvement until 
skin is wrinkled. Frequent thin layers or appli- 
cations are better than infrequent thicker layers 
(even 9-10 applications in 24 hours). 


After the tar ointment then L. W. Hill® 


recommends compound ointment: 


Resorcinol (N.F.) 
Cold cream (Rose water ointment U.S.P.) 
Oz. aa 


Ss 
Use until there is no dermatitis. 


The use of ACTH and cortisone parenter- 
ally or orally is not part of my assignment in 
this panel. However, the local use of cortisone 
has its advocates. My experience with it is 
limited as I use it only if other methods fail. 
By some it is used to relieve itching. Hydro- 
cortisone ointment (compound F) is a still 
newer preparation also used locally in 0.5 and 
2.5 per cent strength. It is rubbed into the skin 
in very small amounts daily or every two days. 
On account of its great expense its use, at the 
present, is limited chiefly to investigation. 
Prolonged use seems to lessen and in some in- 
stances almost obviate its effectiveness. 


SUMMARY 


(1) Under oral therapy, diet regulation, 
sedatives, and antihistamines are all part of 
the general approach to the eczema problem. 


(2) A combination of pediatric, dermato- 
logical, and allergic experience mixed with a 
good dash of restraint must be used. 


(3) A few well chosen remedies for local 
use is all that are needed in most uncompli- 


cated cases. 
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CREEPING ERUPTION* 


By Lauren M. Sompayrac, M.D. 
Jacksonville, Florida 


Those of us who treat creeping eruption 
hope that there will be some great improve- 
ment in the treatment. So far the only treat- 
ment that has stood the test of time is the 
use of ethyl chloride spray. This is not to re- 
port a new treatment but to summarize some 
of the opinions of many of the dermatologists 
in Florida as to the efficacy of some of the 
drugs used in the treatment of this disease. 
Hetrazan® was used many years ago and 
gained a few proponents but the enthusiasm 
soon waned. An article last summer in the 
Journal of the Florida Medical Association 
revived an interest in this drug and a sug- 
gested dosage of the author was tried by many 
of us over the state in the hope that previously 
we had given too small dosages. Our results, 
however, were uniformly disappointing. 

The use of fuadin® and stibanose,® too, 
had its enthusiasts. In the summer of 1952, Dr. 
William C. Croom, Jr., Dr. Joseph Farring- 
ton and I were furnished liberal supplies of 
stibanose® by the manufacturer. Both in our 
private practice and clinic (Duval County 
Medical Center) this drug was given a very 
adequate trial in over 150 cases. Our results 
were uniformly poor and although we con- 
cluded that stibanose® was less toxic than 
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fuadin,® none of us was convinced that it 
helped solve the problem. 

Last summer we were furnished with oxy- 
tetracycline and we three with Dr. Francis 
Copp tried various dosage schedules on 93 
cases of creeping eruption and the results 
were equivocal. Not only did the manufac- 
turer cooperate in furnishing us the material 
free of charge, but the Florida State Board of 
Health made studies on the larvicidal effect of 
fuadin,® stibanose® and terramycin. None 
of these agents showed a complete larvicidal 
action in 24 hours. The nearest we could con- 
clude was that the stibanose® and fuadin® 
both had approximately the same larvicidal 
action. The oxytetracycline at blood level 
showed only 15 per cent lethal effect after 24 
hours. It is difficult to compare this with the 
work done at the University of Texas! but 
essentially it was not in disagreement. 


I should like to encourage other research on 
this problem but I feel a word of caution is 
in order as many of the enthusiasts for a drug 
in the past apparently lost sight of the fact that 
a goodly percentage of the cases spontaneously 
get well. These cases are not of any particular 
concern. The ones that are very extensive 
and are very resistant to treatment necessitate 
most of our consideration. 
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THE DIAGNOSIS OF 
PHEOCHROMOCYTOMA 

The breaking down of different types of 
hypertension according to etiology is a vital 
matter. Twenty-four years lie between Mau- 
rice Pincoff's first accurate preoperative diag- 
nosis of a pheochromocytoma! and the current 
pharmacological investigations of tests for the 
diagnosis of this elusive tumor. Proof that 
the pheochromocytoma is associated with a 
blood borne pressor substance was first fur- 
nished by Beer,? in 1937. This was followed 
by Roth and Kvale’s histamine test (1945),3 
Goldenberg’s benzodioxane test, Grimson’s 
phentolamine test,> and finally, the more re- 
cent tests for urinary catecholamines.® 


A battery of tests is now available with 


1. Pincoffs, M. C.: A Case of Paroxysmal 
Associated with Suprarenal Tumor. Tr. 
sicians, 44:295, 1929 

2. Beer, E.; King, F. H.; and Prinzmetal, M.: Pheochromocy- 
toma with Demonstration of Pressor (Adrenalin) Sub- 
stance in Blood rd During Hypertensive Crises. 
Ann, Surg., 106:85, 3 

3. Roth, G. M.; and Lone W. F.: A Tentative Test for 
Pheochromocytoma. Amer. J. Med. Sci., 210:653, 1945. 

4. Goldenberg, M.; Snyder, C. H.; and Aranow, H., Jr. 
New Test for Hypertension Due to Circulating Epi- 
nephrine. J.A.M.A., 135:971, 1947. 


Hypertension 
A. Amer. Phy- 


EDITORIALS 


793 


which to track down a_ norepinephrine- 
epinephrine producing tumor. Obviously the 
clinician desires to know when they should be 
employed and how reliable they are. The 
pheochromocytoma produces sustained hyper- 
tension more often than the classical paroxys- 
mal type, but it can mimic every phase and 
type of hypertension in any age group. As a 
safe screening test for the initial workup of 
ail hypertensive patients, the phentolamine 
test would seem to be the best method. 
Phentolamine is a sympatholytic agent, which, 
when given intravenously, will cause a sharp 
drop in blood pressure in patients with 
pheochromocytomas. Unfortunately, occa- 
sional patients with other forms of hyperten- 
sion may present a similar response. The 
mechanics of the test have been described in 
several articles.5-§ It is now agreed that a 
test should be called positive only if the blood 
pressure decline is more than 30 mm. systolic 
and 20 mm. diastolic. Obviously, borderline 
depressor responses will occur. If such a re- 
sponse is noted it should be confirmed with 
the benzodioxane test. Depressor responses are 
rare when using this latter drug in hyperten- 
sives without pheochromocytomas. Actually, 
the marked pressor response frequently ob- 
tained as a negative test represents its chief 
frailty as a screening agent. In addition to 
checking borderline phentolamine responses, 
benzodioxane should be used to confirm ev- 
ery positive phentolamine response. Prior to 
the use of either drug it should be ascertained 
that: (1) all sedatives have been withdrawn 
for at least 24 hours; (2) the patient is not in 
uremia; (3) thiocyanates have been withdrawn 
four to six days prior to the test; and (4) any 
antihypertensive drugs have been withdrawn 
for at least one day. These precautions will 
serve to keep false positive tests to a min- 
imum. 


False 
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5. Grimson, K. S.; Longino, F. H.; Kernodle, C. E.; and 
O'’Rear, H. B.: Treatment of a Patient with a Pheochro- 
mocytoma: Use of an Adrenolytic Drug Before and Dur- 
ing Operation. J.A.M.A., 140:1273, 1949. 


6. von Euler, U. S.: Increased Urinary Excretion of Nora- 
drenaline and Adrenaline in Cases of Pheochromocytoma. 
Ann. Surg., 134:929, 1951. 


. Goldenberg, M.; Serlin, 1.; 
M 


Edwards, T.; and Rapport, 


. M.: Chemical Screening Methods for the Diagnosis 
of Pheochromocytoma I. 

rine in Human Urine. 
1954. 


8. Soffer, A.: Regitine and Benodaine in the Diagnosis of 
Pheochromocytoma. 
(Mar.) 1954. 


Nor-epinephrine and Epineph- 
Amer. J. Med., 16:310 (Mar.) 


M. Clin. North America, p. 375 
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agents.’-'5 This, again, confirms the fact 
that clinical judgment is still required to 
make a diagnosis. If clinical findings sugges- 
tive of epinephremia, such as an elevated 
basal metabolism rate, elevated blood sugar, 
paroxysmal hypertension with evidence of 
peripheral vasoconstriction, it is important to 
follow through with other diagnostic meas- 
ures, (for example, peri-renal air insufflation, 
or intravenous pyelograms) to confirm the 
diagnosis. 

In patients with paroxysmal hypertension 
the histamine test is the only established 
diagnostic reaction. In the presence of a pheo- 
chromocytoma it will cause a_ precipitous 
pressor response. When this test is employed 
phentolamine should be available to control 
a hypertensive crisis that occasionally occurs. 
Again, both false positive and false negative 
responses have been reported with this drug.'® 
An agent has recently been developed which 
may prove more specific as a provocative test 
in paroxysmal hypertension than histamine. 
This drug is 1, 1 dimethyl-4-phenylpiper- 
azinium iodide (DMPP), and is a selective 
autonomic ganglion stimulator. Its phar- 
macology and use in a case of pheochromocy- 
toma have been recently described.'! Since 
this drug directly stimulates the adrenal 
medulla as part of its effect on the autonomic 
nervous system it is less apt to produce false 
responses. 

Finally a word about the latest milestone 
in the pheochromocytoma saga, the determi- 
nation of urinary catecholamines. The test, 
involving bioassay, was originally described 
by von Euler.* Goldenberg? replaced the 
bioassay with a chemical method depending 
upon the photofluorescence of reaction prod- 
ucts of epinephrine and norepinephrine, and 
developed methods which can be employed 
in hospital laboratories familiar with the use 
of the aluminum oxide column, the photo- 


9. Conference on Therapy. Drugs in the Diagnosis of One 
of the Curable Forms of Hypertension. Amer. J. Med., 
16:574 (April) 1954. 

10. Editorial: The Diagnosis of Pheochromocytoma. Ann. Int. 
Med., 39:1333 (Dec.) 1953. 

ll. Page, I. H.; and McCubbin, J. W.: Cardiovascular Action 
of 1-Dimethyl-4-Phenylpiperazinium Iodide (DMPP); A 
Ganglion Stimulating Agent Useful in the Diagnosis of 
Pheochromocytoma. Amer. J. Med., 15:673 (Nov.) 1953. 

12. DeCourcy, J. L.; and DeCourcy, C. B.: Pheochromocytoma 
and the General Practitioner. DeCourcy Clinic, Cincin- 
nati, 1952. 

18. Koffler, I. A.: and Holley, H. L.: The Benzodioxane Test 
for Pheochromocytoma. J. Med. Assn. Alabama, 21:310, 
1952. 
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fluorometer, and paper chromatography. In a 
total of 22 cases of pheochromocytoma, ele- 
vated quantities of urinary catecholamines 
were observed in each case.7_ In Goldenberg’s 
experience the issue of false positive and nega- 
tive pharmacological tests in any given hyper- 
tensive was settled by this method. One can 
predict with relative safety that in the near 
future the determination of urinary catechola- 
mines will be required prior to exploration 
for pheochromocytoma. 

It may occur to some of us that perhaps 
too much attention is being given a relatively 
rare clinical entity. This may or may not 
be true, but as interest is stimulated in the 
entity, one notes in the current literature 
that its incidence is apparently increasing. 
It has recently been estimated that 1,000 
deaths occur annually from pheochromocy- 
toma.'? But of greater importance is the fact 
that testing for a specific entity may help 
alter the all too prevalent prescription of 
phenobarbital and large doses of reassurance 
for discomfort in patients with significantly 
elevated blood pressure. 


CARDIAC SURGERY: THE FUSION OF 
DISCIPLINES 


No one attending the 1954 meeting of the 
American Association for Thoracic Surgery 
in Montreal could have escaped the infec- 
tious, the almost exhilarating, influence of 
this crucible of ideas. There the vanguard 
of a large segment of American surgery met 
to exchange experiences and to report tech- 
nics concerned with the best means of oper- 
ating upon the heart. The program, a tre- 
mendously successful one, was notable in 
several important respects. First and foremost, 
it was clear that the combined best efforts of 
physiologists, internists, and surgeons have 
been fused in the successful attack on heart 
disease. Although many previously hopeless 
defects are now operated upon with reason- 
able safety, it is essential that the surgeon 
know before operation what to expect, and 
the physiologist and the internist must tell 
him. Thus, the surgeon and the internist have 
developed an increased awareness of their 
interdependence, and the physiologists have 
been drawn increasingly into the attack upon 
clinical problems. 


| 
| 
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Second, it was remarkable that little notice 
was paid the more ancient cardiovascular op- 
erations such as ligation of the patent ductus 
(1938), resection of coarctation of the aorta 
(1945), and valvulotomy for mitral stenosis 
(circa 1948). Instead, attention was focused 
primarily upon the successful use of hypo- 
thermia to permit operations upon the open 
heart under direct vision; upon the correc- 
tion of mitral insufficiency; upon the relief 
of aortic stenosis; upon the ultimate fate of 
the widely used arterial homografts; and upon 
various promising procedures designed to 
promote revascularization of the ischemic 
myocardium. All of these problems appear 
susceptible of ultimate solution. 

Third, it was most gratifying to find basic 
physiologic information presented side-by-side 
with the most dependable mechanical tech- 
nics with which to restore the patient after 
such complications as catastrophic ventricular 
hemorrhage. 


Fourth, it was again emphasized that almost 
any problem is soluble if reduced to its 
component parts. Operations upon the heart 
and great vessels, now commonplace, were not 
formerly easily performed. What has made 
the difference? The difference has consisted 
of a step-by-step increase in knowledge of the 
physiology of the human organism, including 
that of the heart, and of a tremendous amount 
of work in animal laboratories directed to- 
ward the development of operative technics 
and specialized instruments that permit 
planned and precise approaches to specific 
cardiac problems. 


The time is rapidly approaching when op- 
erations upon the heart and great vessels will 
be accompanied by a mortality no higher 
than that for gastric resection. 


EMOTIONAL FACTORS IN 
RHEUMATOID ARTHRITIS 


The observation of the profound modifying 
effect of corticotropin and cortisone on the 
course of rheumatoid arthritis ushered in a 
new era in the treatment of this disease en- 
tity. Gifts to clinical medicine from the 
depths of the ancillary sciences, they have 
seemed to provide a specific therapy for rheu- 
matoid arthritis; yet their use often reaches a 
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point of diminishing returns far short of a 
cure. 

Nothing conclusive is known about the 
cause of rheumatoid arthritis, except on the 
negative side. It is not an infection; nor pri- 
marily an endocrine disorder; nor a disease of 
sensitization; not clearly a dietary deficiency; 
nor due to trauma; nor a disease of the nerv- 
ous system. On the other hand, there is agree- 
ment in general that it is (1) A disease of 
temperate climates with low incidence in the 
tropics. (2) There is a tendency for it to be 
familial. (3) Eighty per cent of cases occur 
between the ages of twenty to fifty years with 
a peak incidence between the ages of thirty- 
five and forty years. (4) Pregnancy, or in- 
volvement of the liver, with or without jaun- 
dice, leads to a more or less temporary remis- 
sion in a high percentage of patients. (5) 
Emotional shocks are said often to precede 
the onset of symptoms. 


Many authors have reported patients in 
whom rheumatoid arthritis developed imme- 
diately following emotional crises, and it has 
been observed that the clinical course is often 
markedly influenced by anxiety, worry, fear, 
resentment, and frustration. Precipitating fac- 
tors have covered a wide range of psychol- 
ogically significant events: birth of a child, 
miscarriage, death in the family, change in 
occupation, sudden change in marital or sex- 
ual relationship, or a great disappointment.! 
A recent study? suggests that these patients 
are in a precarious emotional state, perhaps 
an anxiety state, with marked feelings of in- 
adequacy. Even in children with the disease, 
there can be demonstrated a family situation 
which has created a profound sense of inse- 
curity in the child. 

Halliday,* Johnson,' and others report that 
these patients have a specific personality pat- 
tern. They show strong inhibitions, are rather 
independent superficially and habitually re- 
press many aspects of their emotional lives, 
beginning in childhood. A case has been re- 
ported of a woman with severe rheumatoid 


1. Johnson, A. M.; Shapiro, L. B.; and Alexander, Franz: 
Preliminary Report on a Psychosomatic Study of Rheumatoid 
Arthritis. Studies in Psychosomatic Medicine, p. 489. New 
York: The Ronald Press, 1948. . 


2. Ludwig, A. O.: Psychogenic Factors in Rheumatoid Ar- 
thritis. Bull. Rheumat. Dis., 2:15-16 (April) 1952. 

3. Halliday, V. L.; Cited by Boland, E. W.; 
B. I., Arthritis and Allied 
Philadelphia: 


; In Comroe, 
Conditions, p. 1103, 5th ed. 
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arthritis who went into a catatonic stupor 
soon after admission to the hospital. With 
the establishment of the psychosis there was a 
complete remission of arthritic symptoms and 
a fall in sedimentation rate to normal. As 
catatonia responded to psychiatric treatment 
and she improved mentally, there was a re- 
turn of the rheumatoid state to its previous 
level of activity. Recent evidence® has been 
offered that abnormal electroencephalograph- 
ic records, such as focal dysrhythmias, changes 
in the spinal fluid, and mental deficit as meas- 
ured by psychometric testing, are common in 
these individuals. 

Attention to emotional factors in the treat- 
ment of rheumatoid arthritis is rewarding to 
both patient and physician. It has been re- 
peatedly observed that beneficial results are 
directly proportional to the amount of time 
spent with the patient with the therapeutic 
aim of providing or restoring emotional bal- 
ance. Such an approach must consider the 
natural history of a condition whose tendency 
is to be chronic and recurring. An optimistic 
attitude on the part of the physician, and the 
ability to deal with changing moods, depres- 
sions, and flare-ups of the disease are im- 
portant aspects of therapy. 


A few well chosen words can rapidly modify 
the emotional state and through it the natural 
levels of numerous chemicals in the body, 
their cell concentrations and their solubilities. 
Without proper thinking and some degree of 
confidence in his own ability, there is no 
health in a man. The physician practices 
medicine best who can best raise the patient’s 
own self-esteem, replace doubt with faith, de- 
spair with hope. This may be particularly 
true in such a chronic condition as rheuma- 
toid arthritis. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1929 


Transplantation of the Ureter.6—Transplantation of 
the ureters has been one of the most perplexing prob- 


4. MacMahon, John: Personal Communication. 

5. Lewis, B. I.; Sinton, D. W.; and Knott, John R.: Cen- 
tral Nervous System Involvement in Disorders of Collagen. 
A.M.A. Arch. Int. Med., 93:315-327 (March) 1954. 
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lems that have ever engaged the attention of surgeons 
.... heretofore this operation has been considered to 
be nothing more than the artisan’s technic of per- 
forming a mechanical feat. Instead, it must be looked 
on as nothing less than the means of execution of a 
biologic plan for transmutation of the mammalian to 
the avian eliminative system. This involves the 
studious consideration of physics, anatomy, physiology, 
and bacteriology, as well as mechanics, in formulating 
a technic .... there is no mechanism by which fluid 
may be transmitted from a chamber of low pressure 
to one of higher pressure without the use of the valve 
principle. .... There is no place in the animal or- 
ganism where the product of a secreting organ is de- 
livered into a muscular reservoir without the use of 
the valve principle. In all cases the valve is made by 
the duct running beneath the mucous membrane of 
the receiving organ, for a distance, before emerging into 
its lumen. This plan must be duplicated surgically if 
the integrity of the secreting organ and its delivery 
duct is to be preserved... ... 

In twenty cases there has been one surgical death, 5 
per cent mortality. .... I believe that this operation 
is now complete in principle and that it is applicable 
for all conditions in which it is necessary or advisable 
to dispense with the bladder as a reservoir for urine. 

Treatment of Epilepsy.7-—The history of the chang- 
ing methods in the treatment of epilepsy . . would 
fill a large volume .. . . . Within the past few years 
. . . a number of highly specialized dietary proce- 
dures have gained unexpected prominence . . . . The 
first of these . consists of somewhat prolonged 


Starvation . The second . . involves the use of 
strongly ketogenic diets . . . All of these favorable 
therapeutic regimens ..... have in common the de- 


velopment of a severe acidosis, which seems to be 
decisive in the prevention of epileptic seizures. ..... 

McQuarrie has added the significant observation that 
there appears to be a tendency for the epileptic sub- 
ject to retain water during the active phase of the 
disease in amounts that are harmful. Convulsions 
tend to occur when a positive water balance above a 
certain magnitude is established. When diuresis fol- 
lows the seizure, it favors the prevention of further 
seizures temporarily. . . . 

For the relief of the patient with epilepsy, McQuar- 
rie has accordingly advocated marked restriction in 
the water intake . . . The four different regimens 
that are known to favor the prevention of seizures, 
namely, fasting, a ketogenic diet, rigid restriction of 
fluid intake, and the administration of large doses of 
acid-forming salts, have in common the effect of de- 
hydrating the tissues . . .. . a disturbance in the 
water balance, perhaps affecting the central nervous 
system more specifically, appears to be closely identi- 
fied with the etiology of epilepsy. 


6: Coffey, Robert C.: Bilateral Submucous Transplantation 
of Ureters into Large Intestine by Tube Technic. Clinical 
Report of Twenty Cases. J.A.M.A. 93:1529, 1929. 


7. Editorial. The Treatment of Epilepsy. J.A.M.A., 93:1560, 
1929. 
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COUNCILOR’S MESSAGE 


To the Members of the Southern Medical Association: 


The Southern Medical Association represents the 
practicing physicians of all the Southern territory. 
Outstanding physicians have had a part in the per- 
petuation of this unique body which is second only 
to our American Medical Association in this type 
of organization. All of the specialties are repre- 
sented by section, and the Section on General Prac- 
tice was the first to be introduced in any society. 
The annual meetings have become so popular that 
only a few cities can now accommodate the large 
attendance. St. Louis is most fortunate in having 
adequate facilities to comfortably house this large, 
active organization and to be given the privilege of 
being the host city this year. 

It is this association which has inspired the study 
of diseases and conditions endogenous to the Southern 
territory and through the annual meetings and the 
JouRNAL have disseminated this special knowledge. 
The diseases and medical needs common to. this 
territory are discussed here and resolved by the 
united thought of those who struggle with its prob- 
lems. 


Likewise the mutually common experiences, tastes, 
traditions and habits bind them instinctively together 
and promote a friendliness difficult to be found any- 


where else. The fragrance of the honeysuckle, the 
extravagant beauty of the bouganvillea, the haunting 
mists in the bayou with the hanging moss all suggest 
mutual interests and provoke convival atmosphere for 
exchange of experiences. Such genuine comradeship 
pays high dividends in true happiness. This is what 
the Southern Medical Association represents. 


This atmosphere is rapidly changing. ‘The territorial 
diseases are vanishing . . . swamp fever, pellagra, black 
fever, dengue fever, even lymphogranuloma inguinale 
and sickle cell anemia can no longer be found only 
in the South. The industrial migration has about 
erased all colloquialism. 

The Southern Medical Association has not had its 
roots in such things as a changing population but 
in the more essential features; namely, scientific medi- 
cine. It has expressed itself so emphatically in this 
way in the past as to establish for itself a place in 
the medicine of the present and the future. The 
secretaries of the sections are now arranging a pro- 
gram designed to bring to the profession up-to-date 
knowledge. A preview of the topics indicates a most 
interesting session in St. Louis. 

Every physician in good standing in the Southern 
territory should be a member of the Southern Medical 
Association. As the Councilor from Missouri, I wish 
to emphasize that this is the most convenient time 
for all Missourians to join the Southern Medical Asso- 
ciation since the Forty-Eighth Annual Meeting is to 
be held in our state. Dr. R. O. Muether, President 
of the St. Louis Medical Society, has appointed ex- 
cellent committees. With Dr. Daniel L. Sexton as 
General Chairman, with his large experience, one can 
depend on a smooth running meeting. 

We welcome you to St. Louis. 


GRAYSON CARROLL, 
Councilor from Missouri 


M.D. 


St. Louis, Missouri, July 15, 1954 


797 
A Message from the Councilor 
4 


Book Reviews 


A Primer Heart Failure. By George FE. 
Burch, M.D., Henderson Professor of Medicine, Tu- 
lane University School of Medicine, New Orleans, 
Louisiana. 126 pages. Springfield, Hlinois: Charles 
C. Thomas, Publisher, 1954. Price $4.00. 


of Conyestive 


\ monograph that will fill a gap in the useful li- 
brary of and 
There are four chapters in this publication dealing 


most students general practitioners. 
with one of the most important and common disease 
states seen in medicine today. 

Chapter one, the highlight of the volume, superbly 
reviews the various mechanisms important in the pro- 
duction of congestive heart failure. 

Chapter two deals briefly with treatment. Chapter 
three is concerned with digitalis, the cornerstone of 
therapy: and chapter four with the mercurial diuretics. 

No mention is made of the considerable merits of 
gitalin, or of the use of vasodilating drugs in the 
alleviation of dyspnea and orthopnea, or of the more 
recent carbonic anhydrase inhibiting diuretics. It is 
also somewhat strange to find little attention devoted 
to the clinical picture and diagnosis of congestive 
heart failure in a basic treatise on the subject. 


However, this is a fundamental discussion of con- 
gestive heart failure that should be read by all stu- 
dents of the subject. 

Manual of Clinical Mycology. By Norman F. Conant, 
Ph.D. Professor of Mycology and Associate Protessor 
of Bacteriology, Duke University School of Medicine; 
David Tillerson Smith, M.D., Bac- 
teriology and Associate Professor of Medicine, Duke 
University School of Medicine; Roger Denio Baker, 
M.D., \dminis- 
tration Hospital, Durham, North Carolina, and Pro- 
Pathology, Duke University School of 
Lamar Callaway, M.D., Professor 
of Dermatology and Syphilology, Duke University 
School of Medicine; and Donald Martin, 
M.D.. Chief, Bacteriology Section, Communicable 
Disease Center, Chamblee, Georgia. New, Second 
Edition. Philadelphia: 
W. B. Saunders Company, 1954. Price $6.50, 


Professor of 


Chiet, Laboratory Service, Veterans 
fessor of 


Medicine; Jasper 


Stover 


156 pages, 202 illustrations, 


This is the second edition of this manual that was 
originally designed to eliminate the confusion and un- 
certainty surrounding mycotic infections. Great strides 
have been made in classification, bacteriologic technics, 
and simplification of a complex nomenclature. ‘The 
gap and 
contains a large amount of new material. The recent 
development of knowledge concerning the epidemiol- 
ogy and immunology of coccidioidomycosis and his- 
toplasmosis has been evaluated. The augmenting of 
the therapeutic armamentarium with penicillin, sul- 
fonamides, aureomycin, stilbamidine and other agents 
The ad- 


second edition bridges nearly ten-vear 


has received excellent coverage in this text. 


vances made in the therapy of mycotic diseases in the 
past ten vears have been considerable and are empha- 
sized as each disease entity is discussed. 
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Another major improvement in this edition is the 
chapter on the fundamentals of mycology. This 
should serve to integrate the thinking of the clinician 
and laboratory worker. The application of the per 
iodic acid-Schiff stain for the demonstration of fungi 
in tissue is hailed as a milestone in diagnostic my 
cology and its significance is made apparent. 

The illustrations have been increased by more than 
one-third, carefully chosen to elucidate important and 
pertinent portions of the text. Pictures of patients 
with mycotic disease are interspersed with photographs 
The discus. 
sions of immunology, epidemiology, symptomatology. 
mycology, pathology, and differential diagnosis and 
treatment, contribute a complete and graphic un 
derstanding of each fungus disease. This is easily the 
most detailed and accurate publication available in this 
field. 


of pathological and laboratory specimens. 


The Anatomy of the Nervous System. Wts Development 
and Function. Edited by Stephen Walter Ranson, 
M.D., Ph.D., Late Professor of Neurology and Direc 
tor of Neurological Institute, Northwestern Un ver 
sity Medical School, Chicago. Revised by Sam Lil 
lard Clark, M.D., Ph.D., Professor of Anatomy, The 
Vanderbilt University School of Medicine, Nashville. 
New, Ninth Edition. 581 pages with 434 illustrations, 
18 in color. 
1953. 


Philadelphia: W. B. Saunders Company. 
Price S850. 


The ninth edition of this well-established text con 
tinues to emphasize the functional significance of 
neuroanatomical structures, to help the student’ in 
the interpretation of neurologic disturbances. Stress 
has been laid upon those aspects of the subject: which 
are of the greatest practical value to the medical stu 
dent. Many portions of the text have been rewritten, 
and new illustrations and significant recent advances 
have been incorporated. The clinical 
and a series of sections through brain and brain stem, 
with brief descriptive legends, are still among the 
most instructive and helpful features of this work. 


case histories 


Studies Schizophrenia. A  Muttidisciplinary Ap- 
proach to Mind-Brain Relationships. By The Tu- 
lane Department of Psychiatry and Neurology. Re 
ported by Robert G. Heath, M.D., Chairman, New 


Orleans, Louisiana. 619 pages, illustrated. Cam- 
bridge, Massachusetts: Harvard University Press, 
1954. Price $8.50. 


This monograph is essentially a progress report on 
a research project in schizophrenia, conducted at Tu- 
lane University, as it was presented in a series of invi- 
tational meetings held in New Orleans in June, 1952. 
The authors advance the theory that functional cir- 
cuits in the brain facilitate and inhibit mental activity 
and bodily processes, schizophrenia constituting a dis- 
order of the lower levels of integration involving the 
facilitatory mechanism. Electrical stimulation to the 
basal part of the septal region was carried out by a 
stereotaxic method in a group of schizophrenics, to 
stimulate more normal activity, and also on patients 
with intractable pain. Data obtained from physiologic, 
biochemical, psychologic, and clinical 
demonstrated that there is some correlation 


observations 
between 
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physiologic abnormalities and pathologic changes at 
the level of thought. During stimulation, patients 
consistently showed many similarities of response, such 
as increased alertness, rapidity of speech, and clarity 
of thought. Some of these changes were quite dra- 
matic, and approximately 50 per cent of patients ap- 
peared to be markedly improved by electrostimulation. 

Individual chapters were written by the various 
members of the research group, with some editorial 
comment. The first section deals with basic theoreti- 
cal concepts, the second with animal experiments. 
This is followed by descriptions of surgical technic, 
observations on patients, and case reports. Also in- 
cluded are abstracts of comments by guests partici- 
pating in these meetings, and a review of significant 
studies undertaken between June, 1952, and the writ- 
ing of this book. 

This study is of importance not only because it 
introduces a new therapeutic approach to the treat- 
ment of schizophrenia, through implantation of sub- 
cortical electrodes, but also because of the theoretical 
concepts leading to the formulation of this treatment. 


Practical Electrocardiography. By Henry J. L. Marriott, 
M.D., Associate Professor of Medicine, University of 
Maryland; Assistant Cardiologist, Merey Hospital, 
Baltimore. 171 pages, with illustrations. Baltimore: 
The Williams and Wilkins Company, 1954. Price 
$5.00. 

This book admirably fills the gap in electrocardio- 
graphic literature that it was designed to bridge. It 
is written specifically for fourth year medical students 
and those just beginning in clinical cardiology. “The 
author has simplified the discussions of electrophysiol- 


ogy, vectors, gradients, and controversial subjects. “The 
reader is not burdened with difficult’ theory and 
voluminous listings of rare variations and obscure 


conditions. He is limited to the “pattern type” of 
electrocardiographic interpretation. | However, most 
people believe “pattern” reading to be compatible 
with the practice of good medicine. 

The illustrations deserve special comment. ‘They 
are well selected, clearly labelled, and appear in suffi- 
cient number to give the reader concrete examples 
of all important aspects of cardiology covered. 

Nearly half of the book is devoted to arrhythmias, 
conduction defects, and myocardial infarction, An 
adequate working information is given upon their 
electrocardiographic characteristics. “he remainder of 
the text deals with normal standards, hypertrophy, 
and miscellaneous conditions. 

Not an advanced text for cardiologists, 
perately needed text for the novice. 


this is a des- 


A Manual of Tropical Medicine. By ‘Yhomas T. 
Mackie, M.D., Colonel, M.C., A.U.S. (Retired), 
Chairman, The American Foundation for ‘Tropical 
Medicine; George W. Hunter, III, Ph.D., Colonel, 
M.S.C., U.S.A., Chief, Section of Parasitology- 
Entomology, Fourth Army Area Medical Laboratory, 
Brooke Army Medical Center, Fort Sam Houston, 
Texas; and C. Brooke Worth, M.D., Field Staff Mem 
ber, Division of Medicine and Public Health, The 
Rockefeller Foundation. Second Edition. 907 pages, 
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illustrated. 

1954. 

This is the second edition of this manual which was 
first published in 1945. Then, as now, it was prepared 
primarily to meet the needs of the armed forces. The 
requirements of military medicine and the militarily 
important diseases have necessarily been the control- 
ling factors in the planning and organization of this 
manual, but as in the previous edition the clinician, 
field worker and student will find it an adequate 
reference for any subject encompassed under the broad 
category of tropical medicine. 


Philadelphia: W. B. Saunders Company, 
Price $12.00. 


This completely up-to-date text includes only per- 
tinent data and eliminates all discarded conclusions 
and programs of treatment. Chapters that have un- 
dergone the most extensive revision in this regard are 
those dealing with the rickettsial diseases, relapsing 
fever, the dysenteries, malaria, schistosomiasis, filariasi 
and laboratory technics. Perhaps the most. striking 
innovation in this edition is the excellent section on 
virus diseases. 


This edition represents an improvement upon an 
excellent first edition, ‘The only possible shortcomings 
must be attributed to its formulation as a military 
manual. ‘The briefness and concentration of informa- 
tion prohibit theoretical discussion, inclusion of case 
histories and more ample illustrations. None of these 
is important enough to constitute a serious objection 


to the value of the text. 


The Nursing Mother. A Guide to Successful Breast 
Feeding. By Frank Howard Richardson, M.D., Licen- 
tiate American Board of Pediatrics, F.A.C.P., 
204 pages. New York: Prentice-Hall, Inc. Publishers, 
1953. Price $2.95. 

This book is designed to stimulate the confidence 
of the new or expectant mother in her ability to nurse 
successfully her baby, by dispelling unfounded fears 
and superstitions, and by giving her a better under- 
standing of the physical and emotional factors involved 
in natural feeding. In non-technical language, the au- 
thor explains the benefits which accrue to both mother 
and child as a result of nursing, the necessary prenatal 
preparations and care of the breasts, the physiology of 
milk production, and how to achieve and maintain 
optimal results during the nursing periods. He makes 
good use of the question and answer method and of 
photographs to illustrate the best way of nursing the 
baby. The book will appeal to all expectant mothers 
and may well increase the employment of breast feed- 
ing in the future. 

Lectures on the Thyroid. By J. H. Means, M.D., Jack- 
son Professor of Clinical Medicine Emeritus, Har- 
vard University, Boston. 113 pages with illustrations. 
Cambridge, Massachusetts: Harvard University Press, 
1954. Price $3.00. 

Five lectures by Dr. Means have been revised to re- 
view the pertinent factors in thyroid disease, metabo- 
lism and therapy. The refreshing literary style and 
stimulating thoughts of the author make for enjoyable 
as well as informative reading. 

The first chapter is devoted to the aspects of inte- 
gration and interrelations of the endocrine system. It 
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amply illustrates the futility of considering only one 
portion of the endocrine system at a time. An inter- 
esting analogy of the nervous system is offered and 
relationships between the nervous and endocrine sys- 
tems are discussed. 

The second chapter deals with the thyroid hormone 
as regards trapping of iodide, biosynthesis of hormone, 
storage of hormone, discharge of hormone to the cir- 
culation, transport to targets, action upon targets and 
the final fate of the hormone. 

The third chapter is more on a clinical level and 
presents the use of hormones, drugs and radiation in 
the management of thyroid diseases. Special attention 
is given to thyroid hormone, thyrotropin, ACTH, cor- 
tisone, iodine, antithyroid drugs, 1131 and x-ray. 

The fourth chapter is a very provocative summary 
of the present concepts of the etiology of Grave's dis- 
ease, which the author considers tentatively to be a 
“maladaption syndrome.” 


The concluding chapter stresses the need for iodine 
and the consequences attendant upon iodine lack. 

This book will provide enjoyable and useful reading 
for any physician. For those intrigued by philosophical 
and phylogenetical approaches to medicine, it will be 
especially rewarding. 


Energy Metabolism and Nutrition. By Professors Ray- 
mond W. Swift and Cyrus E. French, Department 
of Animal Nutrition, The Pennsylvania State Uni- 
versity. 264 pages, illustrated. Washington, D. C.: 
The Scarecrow Press, 1954. Price $5.75. 

This volume is concerned essentially with direct and 
indirect calorimetry. It is emphasized that all indirect 
heat measurements are in reality founded on the law 
of the conservation of energy and on the caloric values 
of foodstuffs and body substances. 

The methods of calorimetry are outlined and types 
of apparatus are described and evaluated. Special 
basic physiological and biochemical factors such as 
metabolizable energy and specific dynamic action are 
integrated into the process. 

The book concludes with a section on various feed- 
ing experiments, basal metabolism standards, obesity, 
metabolism of diabetes, and efficiency of work and 
food utilization. 

Clinicians will be most interested in the brief men- 
tion of thiourea compounds, thyroproteins, vitamin 
B,, and antibiotics. 

Throughout the text and in the appendix actual 
problems are presented with the answers and all of 
the details of computation. This is unusual and one 
of the most helpful aspects of the book. 


It is written to aid “mature but relatively inexpe- 
rienced students of biochemistry, and physiology, es- 
pecially those interested in energy metabolism.” With- 
out special background in this field the reader will 
hardly reap a substantial reward from this book. It is 
an excellent authority for workers or teachers. 


Textbook of Physiology and Biochemistry. By George 


H. Bell, B.Sc., M.D. (Glasg.), F.R.F.P.S.G., F.R.S.E., 
Professor of Physiology in the University of St. An- 
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drews at University College, Dundee; J. Norman 

Davidson, M.D., D.Sc. (Edin.), F.R.F.P.S.G., F.R.LC., 

F.R.S.E., Gardiner Professor of Physiological Chem- 

istry in the University of Glasgow; and Harold Scar- 

borough, M.B., Ph.D. (Edin.), F.R.C.P.E., Professor 
of Medicine in the Welsh National School of Medi- 
cine of the University of Wales and Director of the 

Medical Unit in the Royal Infirmary, Cardiff. Sec- 

ond Edition. 1,002 pages with illustrations. Balti- 

more: The Williams and Wilkins Company, 1953. 

Price $10.00. 

This second edition of one of Britain's standard text- 
books offers a unique oppertunity to approach the 
fundamentals of biochemistry and physiology. 

Intended to serve as an introduction for the medical 
student, it attempts to integrate biochemistry, physiol- 
ogy and clinical medicine in one volume. This is ac- 
complished with a minimum of insignificant detail 
and verbiage. Biochemistry and clinical medicine to- 
day are obviously inseparable. Enough clinical ma- 
terial is presented to illustrate and highlight the more 
significant factors and phenomena as they relate to the 
human organism. 

The text deals with the biochemical requirements of 
living functions. Case histories are freely interspersed 
to emphasize the clinical significance of this informa- 
tion. Carbohydrates, lipids, proteins, nucleic acids, 
enzymes, water, minerals, vitamins, energy exchange, 
nutrition, digestion, respiratory function, the blood, 
cardiovascular functions, renal function, tissue func- 
tion, endocrine function and nervous system function 
and components are elucidated. 

This presentation of biochemistry and physiology is 
more than adequate for medical undergraduates and 
will furnish an excellent introduction for graduate 
students to these fields. The text has been revised to 
include all of the newer advances in these fields and 
to present an integrated, composite picture to the 
student. It is difficult to recommend it too highly. 


Disorders of the Blood. Diagnosis, Pathology, Treat- 
ment, Technique. By Sir Lionel E. H. Whitby, 
C.V.0O., M.C., M.A., M.D. (Cantab.), F.R.C.P. 
(Lond.), D.P.H., Regius Professor of Physics in the 
University of Cambridge; and C J. C. Britton, M.D. 
(New Zealand), D.P.H., Physician and Hematolo- 
gist to the Prince of Wales’s Hospital, London. 
Seventh Edition. 856 pages, illustrated. New York: 
Grune and Stratton, Inc., 1953. Price $9.50. 


This is the 7th edition in the last nine years of 
Great Britain’s standard text of hematology. It has 
been enlarged by 87 pages and extensively revised in 
the light of the literature through the middle of 1953. 
New chapters on biochemistry, cytochemistry, and new 
methods in technic add decided luster to an already 
very complete and readable text. The organization 
of the book is logical, beginning with blood morphol- 
ogy and formation, and extending through the var- 
ious aspects of the primary blood diseases, and also 
through blood disorders secondary to various diseases, 
to terminate in a detailed section on technics. Con- 
servatism seems to be a key note in most controversial 
subjects although all viewpoints are fairly presented. 
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Clinical Roentgenology. Developmental and Systemic 
Conditions and Local Lesions in the Extremities. 
By Alfred A. De Lorimier, M.D., Radiologist, Saint 
Francis Memorial Hospital, San Francisco; Con- 
sultant in Radiology for the United States Army at 
the Letterman Army Hospital; Consultant in Radia- 
tion Therapy for the United States Public Health 
Service at the U. S. Marine Hospital, San Francisco; 
Henry G. Moehring, M.D., Radiologist, Duluth 
Clinic, Duluth, Minnesota; and John R. Hannan, 
M.D., Radiologist, Cleveland, Ohio; Radiologist, 
Lake County Memorial Hospital, Painesville, Ohio. 
Volume I. 492 pages with illustrations. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1953. Price 
$18.50. 

This is volume I of a four volume series and is de- 
voted entirely to the extremities. It begins logically 
enough with consideration of x-ray procedure and 
technic and a review of the embryology, anatomy and 
physiology of the extremities. After establishing this 
background the various abnormalities are discussed 
under the broad classifications of developmental mal- 
formations, traumatic lesions, metabolic disorders, 
endocrinopathies, infections, neoplasms, blood dys- 
crasias, arthropathies and some miscellaneous disorders. 
The text is complete and comprehensive and no 
disease entities or disorders involving the extremities 
are omitted. 

The authors stress the importance of assembling as 
many diagnostic features as possible before concluding 
a diagnosis. This is amply reflected in the organiza- 
tion and presentation of each disorder. 

Every subject is considered in general, and with 
clinical and laboratory features as well as from roent- 
gen manifestations and a differential roentgen diag- 
nosis. Because of this detailed coverage the student, 
general practitioner and internist will find it an excel- 
lent aid to the diagnosis and understanding of any 
disorder of the extremities. 


The illustrations and roentgen reproductions are 
perhaps the best ever assembled in one book. They 
are large and picture every detail clearly. Usually 
more than one view of each disorder is presented and 
all are clearly labelled. 

It is difficult to imagine a more valuable book for 
the radiologist or orthopedist. 


Textbook of Medical Treatment. By various authors. 
Edited by D. M. Dunlop, B.A. (Oxon.), M.D., 
F.R.C.P. (Ed.), F.R.C.P. (Lond.), Professor of Thera- 
peutics and Clinical Medicine, University of Edin- 
burgh; L. S. P. Davidson, B.A. (Camb.), M.D., 
F.R.C.P. (Ed.), F.R.C.P. (Lond.), M.D. (Oslo), Pro- 
fessor of Medicine and Clinical Medicine, University 
of Edinburgh; and Sir John McNee, D.S.O., M.D., 
DSc. (Glas.), F.R.C.P. (Ed.), F.R.C.P. (Lond.), 
F.R.F.P.S., Physician, Regius Professor of Practice of 
Medicine, University of Glasgow. Sixth Edition. 1023 
pages. Baltimore: The Williams and Wilkins Com- 
pany, 1953. Price $9.50. 

The authors of this comprehensive text on medical 
treatment have aimed to give specific, detailed advice 
on managing each case in its entirety. In addition to 
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the use of drugs, therefore, general measures for the 
individual care of each patient receive special emphasis. 
Conservative methods of treatment are favored in most 
instances. This new edition contains new chapters on 
chemotherapy, poisoning, rehabilitation, and treatment 
of malignant diseases. The chapters on tuberculosis, 
tropical diseases, nutritional diseases, nephritis, psy- 
chotherapy, and the care of the aged have been com- 
pletely rewritten. The remaining chapters have also 
been revised. Hospitalization is recommended in 
fewer instances than in this country. Even the expe- 
rienced practitioner or internist who requires a de- 
pendable reference, will find many valuable sug- 
gestions in this book. 


Autopsy Diagnosis of Congenitally Malformed Hearts. 
By Maurice Lev, M.D., Pathologist and Chief of Re- 
search Laboratories, Mount Sinai Hospital of Miami, 
Miami Beach, Florida; and Associate Professor of 
Pathology, University of Miami School of Medicine, 
Coral Gables, Florida. 194 pages with illustrations. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1953. Price $7.50. 

Since the pathologic anatomy of congenitally mal- 
formed hearts is constantly increasing in importance 
this treatise is particularly appropriate at this time. 
It presents an orderly method of dissection of such 
hearts and also clearly portrays the various isolated 
anomalies encountered in the course of dissection. 


A Manual on Cardiac Resuscitation. By Robert M. 
Hosler, M.D., F.A.C.S., Cleveland, Ohio. 183 pages, 
illustrated. Springfield, Illinois: Charles C. Thom- 
as, Publisher, 1954. Price $4.00. 

The author admirably fulfills the purpose of the 
handbook in presenting a practical method for combat- 
ing this extremely grave emergency which at times 
confronts the surgeon and anesthetist in the operating 
room. Historical aspects, etiologic factors, preventive 
measures, and specific methods of therapy are eluci- 
dated. 


Carcinoma of the Colon. By Leland S. McKittrick, 
B.S., M.D., F.A.C.S., Clinical Professor of Surgery, 
Harvard Medical School; and Frank C. Wheelock, 
Jr., A.B., M.D., F.A.C.S., Assistant in Surgery, Massa- 
chusetts General Hospital, Boston. 94 pages with 
illustrations. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1954. Price $3.25. 

This is an excellent presentation of the more prac- 
tical aspects of the symptomatology of carcinoma of 
the colon. The methods of study most likely to lead 
to an early diagnosis are given. The principles and 
technics of operative procedures based on the personal 
experience of the authors are clearly defined. 


Current Therapy 1954. Latest Approved Methods of 
Treatment for the Practicing Physician. Edited by 
Howard F. Conn, M.D. 898 pages. Philadelphia: 
W. B. Saunders Company, 1954. Price $11.00. 

The sixth in a series of annual volumes on present 
day methods of treatment, this book follows the stand- 
ards set in the preceding volumes. A large number of 
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experts describe the methods which they use in their 
own practice in the management of the disease under 
consideration. There are many new contributors, and 
numerous subjects have been revised or included for 
the first time, notably articles on cerebral palsy and 
normal infant feeding. This volume, like its predeces- 
sors, should gain wide acceptance as a reference work 
on modern therapy. 


The Management of Pain. With Special Emphasis on 
the Use of Analgesic Block in Diagnosis, Prognosis 
and Therapy. By John J. Bonica, M.D., Director, 
Department of Anesthesia, Tacoma General and 
Pierce County Hospitals, Tacoma, Washington. 1,533 
pages, 785 illustrations on 444 figures and 52 tables. 
Philadelphia: Lea and Febiger, 1953. Price $20.00. 
This is an excellent reference work, not only for 

the anesthetist but also for many others who are 

called upon to treat pain syndromes. The first part 
of the book deals with fundamental considerations of 
pain. In the second part, methods and technics of 
controlling it are presented. Part three deals with 
different disorders characterized by painful syndromes 
which may be managed by the use of analgesic block, 
with or without the aid of other methods. Alleviation 
of pain is considered from the preventive and curative 
points of view, and the applications of analgesic block 
are described in considerable detail. Special attention 
is given to the problem of intractable pain due to 
cancer and other causes. Some sections of the book 
are longer than necessary and should be condensed. 

The illustrations are of very good quality, those on 

block technic being especially helpful. 


A Formulary for External Therapy of the Skin. A 
Monograph in The Bannerstone Division of Ameri- 
can Lectures in Dermatology. By Chester N. Frazier, 
M.D., Dr. P. H., Edward Wigglesworth, Professor of 
Dermatology, Harvard Medical School; and Irvin H. 
Blank, Ph.D., Research Associate in Dermatology, 
Harvard Medical School, Massachusetts General 
Hospital, Boston. Publication Number 201, Amer- 
ican Lecture Series. 118 pages, illustrated. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1954. 
Price $3.25. 


The text begins logically enough with a short con- 
sideration of the evolution and historical aspects of 
the formulary. It is interesting to note that some of 
the weird concoctions advocated by Sydenham in the 
fifteenth century contain at least a superficial re- 
semblance to some proprietary products offered to 
physicians at the present time. 

The type of therapeutic agent most efficacious in 
alleviating each disorder is listed. General principles 
in treatment are discussed to prepare the reader for the 
more specific and detailed sections that follow. These 
include chapters elucidating: cleaning of the skin; oint- 
ment vehicles; emollients and protectives; antipruritics; 
anti-infectives; anti-eczematous and antiseborrheic 
agents; antiperspirants and finally the formulary for 
each of the aforementioned disorders. 

Each chapter is extremely specific, and brevity is 
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achieved without sacrificing pertinent detail or funda- 
mental background. 

A conservative undertone is evident throughout the 
book. No astonishing claims are advanced for any 
one soap; in fact the need for a multiplicity of these 
agents is emphasized. ‘Topical administration of peni- 
cillin and sulfa is mentioned only to be condemned 
and nowhere in this text are ACTH and cortisone 
hailed as sine qua non of dermatological therapy. This 
well written monograph will bring order to the con- 
fusion and chaos usually attendant upon the treat- 
ment of the dermatological lesion. The conservative 
and factual handling of this subject guarantees prof- 
itable reading. 


Modern Trends in Dermatology. Edited by R. M. B. 
MacKenna, M.A., M.D. (Camb.), F.R.C.P. (Lond.) 
Physician in Charge, Dermatological Department, 
and Lecturer in Dermatology, St. Bartholomew's 
Hospital and Medical College, London. Second Se- 
ries. 338 pages, illustrated. New York: Paul B. 
Hoeber, Inc., Medical Book Department of Harper 
& Brothers, 1954. Price $12.00. 

The first edition of this textbook first appeared five 
years ago. It represents the compilation of the 
thoughts of twenty-two of the world’s most distin- 
guished workers in this field. It shows a most re- 
freshing departure from the usual format of textbooks 
on dermatology. There is no mere listing and classi- 
fication of the various dermatological disorders with 
discussions of each entity; but instead the concepts 
and mechanisms important in the lesions are bril- 
liantly reviewed and integrated into a consideration 
of the disease entities themselves. 


Thus the reader is treated to an evaluation of ecolog- 
ical factors, psychological factors, allergic factors and 
the factors important in cutaneous sensibility. A de- 
tailed discussion of the physiology and functional 
pathology of the skin as well as the use of cyto- 
diagnosis in dermatology adds luster to the volume. 
Many dermatological entities are not discussed but 
the most important and challenging are considered 
thoroughly. The exclusion of much that is empirical 
and descriptive in dermatology is hailed as a virtue in 
a text such as this. 

Therapeutic measures and procedures are emphasized 
on a more scientific and theoretical level than is us- 
ually followed in the presentation of methods of 
dermatological treatment. Adequate coverage of the 
use of antibiotics, cortisone and ACTH, and beta-ray 
therapy complete one of the most interesting texts in 
dermatology and certainly the most stimulating ap- 
praisal of this field available today. 


Bone Tumors. By Louis Lichtenstein, M.D., Senior Pa- 
thologist, General Medical and Surgical Hospital, 
Veterans Administration Center, Los Angeles. For- 
merly Associate Pathologist, Hospital for Joint Dis- 
eases, New York. Consultant in Bone Tumors, Tu- 
mor Registry of the California Medical Association 
Cancer Commission. Sometime Lecturer in Bone Pa- 
thology, Medical Extension, University of California 
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at Los Angeles. 315 pages with 155 illustrations. St. 

Louis: The C. V. Mosby Company, 1952. Price $10.50. 

Dr. Lichtenstein’s approach to the field of bone tu- 
mors is somewhat different from that in any of the 
older works on bone tumors. It is adequately illus- 
trated by radiographs, photomicrographs, and photo- 
graphs of gross tumors. 

The author gives a more detailed description of the 
microscopic features of the various bone tumors than 
most of the other authors. His book is up to date and 
is quite comprehensible. In most instances, it is brief 
and to the point. There are excellent bibliographical 
references. 

Each tumor is described as to its clinical features, 
roentgenological appearance, pathological features, mi- 
croscopic findings, differential diagnoses, treatment 
and prognosis, frequently followed by a summary and 
conclusion. The age and sex instance and localization 
are given where this information is pertinent. This vol- 
ume represents a definite contribution to the medical 
literature on the subject. 


Annual Review of Medicine. Windsor C. Cutting, Edi- 
tor, Stanford University School of Medicine; Henry 
W. Newman, Associate Editor, Stanford University 
School of Medicine; Editorial Committee: J. S. L. 
Browne, M.D., W. C. Cutting, M.D., K. S. Grimson, 
M.D., C. G. Loosli, M.D., R. McIntosh, M.D., and 
S. C. Madden, M.D. Volume 5. 490 pages. Stanford, 
California: Annual Reviews, Inc., 1954. Price $7.00. 
As in previous volumes the author of each section 

covers his own special field of interest in detail and 
merely mentions the work of other investigators in his 
sphere. As a result this publication covers only a very 
minor portion of medical advances with any thorough- 
ness, and reviews most of the recent medical literature 
very briefly. Its chief value is as a ready reference to 
recent literature, and to highlight significant advances 
and trends. 

Infectious diseases, gastrointestinal, cardiovascular, 
kidney, hematological, and endocrine disease, allergy, 
neoplastic diseases, nervous system disease, psychiatry, 
respiratory disease, physical agents and trauma, anes- 
thesia, radioactivity, laboratory aids to diagnosis and 
therapy, toxicology, dermatology, pediatrics and den- 
listry are the divisions discussed in this volume. 

It is a valuable adjunct to the busy physician who 
wishes to keep up with the trends of all phases of 
medicine. 


The Hepatic Circulation and Portal Hypertension. By 
Charles G. Child, III, M.D., Professor of Surgery, 
Tufts College Medical School; Chairman, Depart- 
ment of Surgery, New England Center Hospital. 
From the Department of Surgery and Laboratory of 
Surgical Research of the New York Hospital, Cor- 
nell Medical Center. 444 pages, illustrated. Phila- 
delphia and London: W. B. Saunders Company, 
1954. Price $12.00. 

This book represents a thorough and complete 
summation of all of the available knowledge concern- 
ing hepatic circulation in health and disease. The 
significant experimental evidence pertaining to this 
subject is reviewed and clinical aspects discussed. 
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No details are omitted, including the historical 
background, the comparative anatomy, the embryol- 
ogy and the anatomy of the liver and hepatic circu- 
lation. The section covering the normal physiology of 
the hepatic vasculature casts light upon many func- 
tions of this organ and makes disease entities more 
understandable. The study of living tissues with the 
transillumination technic has highlighted the domi- 
nant role of this organ in the control of blood volume, 
red cell concentration, venous pressure, portal pressure 
and cardiac output. The chapter devoted to ascites 
and liver disease presents the experimental evidence 
for portal hypertension, decreased osmotic pressure of 
the blood and hormonal imbalance as factors in fluid 
accumulation. An attempt is made to correlate these 
with rational approaches to therapy. 


The extrahepatic splanchnic circulation and portal 
hypertension are considered in minute detail. Especial 
attention is paid to diagnostic procedures and the 
operative approach to therapy. The postoperative care 
of the cirrhotic is also outlined. An excellent appendix 
presents results of experimental surgery in this field 
and offers case abstracts for perusal. 


This is a fundamental publication and every sur- 
gery department should have ready access to it. 


Bailey’s Textbook of Histology. Revised by Philip E. 
Smith, Ph.D., Sc.D., Professor Emeritus of Anatomy, 
College of Physicians and Surgeons, Columbia Uni- 
versity; and Wilfred M. Copenhaver, Ph.D., Profes- 
sor of Anatomy, College of Physicians and Surgeons, 
Columbia University. With the assistance of Dor- 
othy D. Johnson, Ph.D., Assistant Professor of An- 
atomy, College of Physicians and Surgeons, Colum- 
bia University. Thirteenth Edition. 775 pages with 
illustrations. Baltimore: The Williams and Wilkins 
Company, 1953. Price $9.00. 

This is the thirteenth edition of one of the funda- 
mental texts of histology. It bridges the gap of six 
years since the last edition appeared. The same high 
standards of previous editions are maintained in this 
book. 


Controversial issues are minimized and dealt with 
impartially and conservatively. The basic principles 
and significant entities of tissue formation, function, 
physiology and pathology are emphasized and only 
pertinent experimental data are offered to amplify the 
text. 

Recent advances in histochemistry and electron mi- 
croscopy have resulted in the addition of information 
not available in previous printings. The correlation 
of physiology whenever possible with the structural 
study of tissues enhances the value of this book as a 
teaching instrument. As in previous editions, excel- 
lent illustrations (many in color) and detailed dia- 
grams serve to elucidate the complexities of present 
day histology. 

The text is written specifically for medical and 
dental students and as such is thorough, complete, 
pertinent and ideal. 


The Treatment of the Alcoholic. By Fritz Kant, M.D., 
Psychiatrist and Neurologist, Madison, Wisconsin; 
Professor of Neuropsychiatry, University of Wiscon- 
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sin Medical School. 130 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price $3.50. 
This monograph on alcoholism is written by one of 

the nation’s most distinguished psychiatrists. 

Alcoholism and the alcoholic are clearly defined and 
a superficial attempt is made to explain the psycholog- 
ical and sociological dynamics of the alcoholic, his 
family, his physician and society. The psychopathology 
of alcoholism being controversial, the author contents 
himself with a brief discussion of psychodynamics and 
considers in more detail the psychiatric symptoms and 
clinical pictures manifested by the alcoholic. 

In the discussion of treatment, only superficial and 
generalized attention is allotted to the major thera- 
peutic procedure, psychotherapy. The supportive 
medical treatment with fluids, electrolytes and es- 
pecially ACTH and antabuse® are adequately de- 
scribed. The monograph concludes with a considera- 
tion of the complications of alcoholism and a discus- 
sion and evaluation of Alcoholics Anonymous. 

This publication gives the internist and general 
practitioner exact instructions in therapy and reminds 
them of its limitations. It is too elementary to be of 
real assistance to psychiatrists or those working ex- 
clusively with alcoholics. 


The Cutaneous Manifestations of Systemic Diseases. 
A Monograph in American Lectures in Dermatology. 
By John Godwin Downing, M.D., Professor of Der- 
matology and Syphilology, Tufts College Medical 
School. Publication Number 182, American Lecture 
Series. 146 pages with illustrations. Springfield, I- 
linois: Charles C. Thomas, Publisher, 1953. Price 
$4.25. 

A monograph representing a compilation of lectures 
given to medical students at Tufts College Medical 
School and Boston University School of Medicine. Il- 
lustrations are excellent and numerous. Case histories 
are amply interspersed throughout the text and em- 
phasize the importance of correlating dermatological 
and systemic diseases. 

Subjects considered in detail are: color of the skin 
and mucous membranes; nutritional disturbances; 
familial dermatologic disorders; endocrine dysfunc- 
tions; hypersensitivities; blood dyscrasias; mycosis 
fungoides; the scleroses; rheumatic disorders; and 
cutaneous diseases of special medical interest. 


This is an astonishingly complete and thorough 
coverage of an oft neglected aspect of medicine. The 
consideration of dermatological manifestations of dis- 
ease entities as presented in this text may unquestion- 
ably be studied by all physicians and students with 
profit. This publication enables one to acquire de- 
tailed information and knowledge about a complex 
and far reaching subject in an extremely short time. 


Acute Pulmonary Edema. By Mark D. Altschule, 
M.D., Assistant Professor of Medicine, Harvard Med- 
ical School, and Visiting Physician, Beth Israel Hos- 
pital, Boston; Waverley, Massachusetts. 68 pages. 
New York: Grune and Stratton, Inc., 1954. Price 
$3.50. 


Dr. Altschule’s concise monograph of sixty odd pages 
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is a critical analysis of the fact and fancy that have 
grown up about the common clinical problem of acute 
pulmonary edema. The author marshalls a number 
of cogent arguments against the left ventricular fail- 
ure theory and emphasizes several factors that have 
hitherto received little attention, such as the lymphatic 
drainage of the lung, the relationship of the sleeping 
state to venous pressure and pulmonary vasomotor 
changes. The text is divided into four sections: clin- 
ical manifestations, physiologic considerations, path- 
ologic physiology, and therapy of pulmonary edema. 
Short, well documented and simply written, this work 
should appeal to medical students and the profession. 


Reconstructive Surgery of the Eyelids. By Wendell 
L. Hughes, M.D., F.A.C.S., Hempstead, New York. 
Second Edition. 260 pages, illustrated. St. Louis: 
The C. V. Mosby Company, 1954. Price $8.50. 
Plastic surgeons, ophthalmologists, and others will 

welcome Dr. Hughes’ second edition of his monu- 
mental classic in ophthalmic plastic surgery. Dr. 
Hughes has carefully retained the historical data of 
interest, the continuity of therapy as it has developed, 
and those treatments that have stood the test of time, 
without being too burdensome or including realms of 
non-practical information. Of special importance and 
note is the fact that the author includes his failures, 
and discusses reasons why the procedure has not 
proven satisfactory. This he justly feels is the oppor- 
tunity to learn by another man’s errors without having 
to pay the personal penalty of experience. Revisions 
and new data of this edition include reconstructive 
surgery of the upper lid, technic and equipment for 
taking skin grafts, use of pressure dressings in 
ophthalmic plastic surgery, and various newer opera- 
tions for specific lid defects, such as the use of the 
composite lid graft. Many surgeons will be happy to 
see this new version of an acknowledged master’s 
practice in a poorly understood subject. 


Modern Trends in Diagnostic Radiology. Edited by 
J. W. McLaren, M.A., M.R.C.P., F.F.R., D.M.RE., 
Radiologist, X-Ray Department, St. Thomas’s Hos- 
pital, London. Second Series. 413 pages with il- 
lustrations. New York: Paul B. Hoeber, Inc., 1953. 
Price $18.00. 

This 400-page volume brings the latest in diagnostic 
procedures, as well as the latest in equipment and ra- 
diological fixtures. It is not intended as a textbook on 
all roentgenological interpretation. Angiocardiography, 
aortography, and cerebral arteriography are well cover- 
ed as to technic and diagnosis, as well as the pitfalls 
in performance and interpretation of films. 

An excellent supplement to the _ diagnostician’s 
armamentarium and, in contradistinction to most text- 
books, it is actually current. 


The Dynamics of Virus and Rickettsial Infections. 
International Symposium sponsored by the Henry 
Ford Hospital, Detroit, Michigan and held at the 
Hospital, October 21, 22, and 23, 1953. Edited by 
Frank W. Hartman, M.D.; Frank L. Horsfall, Jr., 
M.D.; and John G. Kidd, M.D. 461 pages, illus- 
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trated. New York: The Blakiston Company, Inc., 
1954. Price $7.50. 


This volume contains the proceedings of an Inter- 
national Symposium on the “Dynamics of Virus and 
Rickettsial Infections” held in Detroit under the aus- 
pices of the Henry Ford Hospital. 

The chief objective of this symposium was to make 
possible the exchange of ideas and information be- 
tween workers in different areas of the virus and 
rickettsial fields. The subjects discussed were grouped 
into five major categories: mechanisms of virus and 
rickettsial infections; ecology and pathogenesis; mech- 
anisms of immunity; and approaches to prophylaxis 
and therapy. An effort was then made to integrate all 
of this knowledge. 

This is a highly specialized publication. Most phy- 
sicians would profit from a perusal of the third section 
that discusses immunity with special reference to a 
poliomyelitis vaccine, and the fifth section outlining 
therapy in these infections. Aside from this, the book 
is for specialists in infectious disease, bacteriology, im- 
munology, and biochemistry. The maze of formulae 
and technical verbiage place it out of the reach of the 
majority of physicians. It will be exciting and stimu- 
lating to special workers. Obviously the chicf ob- 
jective of the International Symposium was achieved 
and additional meetings are in order. 


Electrocardiography. By E. Grey Dimond, M.D., Pro- 
fessor and Chairman, Department of Medicine, Di- 
rector, Cardiovascular Laboratory, University of 
Kansas Medical Center, Kansas City, Kansas. 261 
pages, 272 illustrations. St. Louis: The C. V. Mosby 
Company, 1954. Price $14.00. 

Most publications dealing with the electrocardio- 
gram are designed on a reference-teaching basis. This 
book is certainly an exception, being organized solely 
as a teaching instrument for students and general 
practitioners. It is presented as a “method of teach- 
ing,” the subject matter arranged in a graduated or- 
der. Each chapter presupposes that the previous chap- 
ters have been read. It is a series of organized, pro- 
gressive lectures. 

The first four chapters are devoted to a discussion 
of the merits of direct writing electrocardiograph ma- 
chines, the possible pitfalls in their use, the organiza- 
tion of an electrocardiograph station, and methods of 
teaching the subject. These chapters are unique in 
this publication of tremendous practical value and 
present material infrequently considered by clinical 
electrocardiographers. The limitations and _ pitfalls 
inherent in machinery and technic are not usually 
discussed and emphasized. ‘This section is a major 
contribution in the education of the novice in elec- 
trocardiography. 

The next seven chapters deal with electrophysiology 
and the fundamentals and principles of vectors, vol- 
ume conductors, gradients, the various electrocardio- 
graphic leads, normal standards, and components of 
the electrocardiogram. Many of these subjects may 
be difficult for the beginner to grasp because of the 
brevity of the text, but the frequent illustrations tend 
to compensate for this to some degree. It may be 
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that the author has attempted to set too high a goal 
for his students to reach with insufficient detail. 

The remainder of the text is concerned with the 
application of electrocardiography to clinical condi- 
tions such as hypertrophy, block, myocardial disease, 
congenital heart disease, arrhythmias and the effects 
of electrolytes, digitalis, and malnutrition. These sec- 
tions are thorough, complete, direct and easily com- 
prehended, providing a fitting climax for the excel- 
lent background of the preceding chapters. 

This book may be studied with profit by anyone, 
but will be especially valuable to the student and 
general practitioner by affording them a completely 
workable knowledge of electrocardiography. 


Books Received 


Legal Medicine. Edited by R. B. H. Gradwohl, M.D., Sc.D., 
F.A.P.H.A., Commander, M.C., U.S.N.R. (Retired); Director 
of the Police Laboratory, Metropolitan Police Department, St. 
Louis; First President, American Academy of Forensic Sciences; 
Pathologist to Christian Hospital; Director, Gradwohl School 
of Laboratory and X-ray Technique, St. Louis, Missouri. 1093 
pages, illustrated. St. Louis: The C. V. Mosby Company, 
1954. Price $20.00. 


Cancer. Diagnosis, Treatment, and Prognosis. By Lauren V. 
Ackerman, M.D., Professor of Surgical Pathology and Path- 
ology, Washington University School of Medicine, St. Louis; 
Surgical Pathologist, Barnes Hospital and Affiliated Hospitals, 
St. Louis; and Juan A. del Regato, M.D., Director, Penrose 
Cancer Hospital, Colorado Springs; Associate Professor of Ra- 
diology, University of Colorado Medical School, Denver, Sec- 
ond Edition. 1,201 pages, 702 text illustrations and 23 color 
reproductions. St, Louis: The C. V. Mosby Company, 1954. 
Price $22.50. 


Practical Fluid Therapy in Pediatrics. By Fontaine S. Hill, 
M.D., Assistant Professor of Pediatrics, University of Tennessee 
College of Medicine, Memphis; Staff Member of the John 
Gaston Children’s Hospital and the Le Bonheur Children’s 
Hospital. 275 pages, illustrated. Philadelphia: W. B. Saun- 
ders Company, 1954. Price $6.00. 


The Diagnosis and Treatment of Convulsive Disorders in Chil- 
dren. By Samuel Livingston, M.D., Assistant Professor in 
Pediatrics, The Johns Hopkins University School of Medicine; 
Physician-in-Charge, The Johns Hopkins Hospital Epilepsy 
Clinic and Electroencephalographer, The Johns Hopkins Hos- 
pital Laboratory of Electroencephalography; Associate Attend- 
ing Physician in Pediatrics and Assistant Physician in Medi- 
cine, Sinai Hospital, Baltimore, Maryland. 312 pages, illus- 
trated. Springfield, Illinois: Charles C. Thomas, Publisher, 
1954. Price $9.50. 


Connections of the Frontal Cortex of the Monkey. By Wendell 
J. S. Krieg, Professor of Anatomy, Northwestern University 
Medical School, Chicago. 299 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $10.50. 


A.M.A. Fundamentals of Anesthesia. Prepared under the Edi- 
torial Direction of the Consultant Committee for Revision of 
Fundamentals of Anesthesia, a publication of the Council on 
Pharmacy and Chemistry of the American Medical Association. 
Third Edition. 279 pages, 89 figures. Philadelphia: W. B. 
Saunders Company, 1954. Price $6.00. 


laboratory Aids in Endocrine Diagnosis. A Monograph in 
The Bannerstone Division of American Lectures in Endo- 
crinology. By Roberto F. Escamilla, M.D., Associate Clinical 
Professor of Medicine, University of California Medical 
School, San Francisco, California. Edited by Willard O. 
Thompson, M.D., Clinical Professor of Medicine, University 
of Illinois College of Medicine. Publication Number 212, 
American Lecture Series. 131 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $4.75. 


Coronary Heart Disease in Young Adults. A Multidisciplinary 
Study. By Menard M. Gertler, M.D.C.M., M.Sc., Physician 
in Charge of Cardiovascular Disease, Francis Delafield Divi- 
sion of Columbia-Presbyterian Medical Center; Instructor in 
Medicine, College of Physicians and Surgeons, Columbia Uni- 
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versity; and Paul D. White, 
Massachusetts General Hospital: 
tional Advisory Heart Council of the United States Public 
Health Service. 218 pages, illustrated. Cambridge, Massa- 
chusetts: The Commonwealth Fund, Harvard University Press, 
1954 Price $5.00 


M.D., Consultant in Medicine, 
Executive Director of the Na- 


The Bacterial Factor in Traumatic Shock. A Monograph in 
American Lectures in Circulation. By Jacob Fine, M.D., De- 
partment of Surgery, Beth Israel Hospital, Harvard Medical 
School, Boston. Edited by Irvine H. Page, M.D. and A. C. 
Corcoran, M.D., Cleveland Clinic, Cleveland, Ohio. Publi- 
cation Number 219, American Lecture Series. 71 pages, il- 
lustrated. Springfield, Illinois: Charles C. Thomas, Publisher, 
1954. Price $2.75. 


Peripheral Circulation in Man. 
sium. Editors for the Ciba Foundation: G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., B.Ch.; and Jessie S. Freeman, 
M.B., B.S., D.P.H. Assisted’ by Joan Etherington. 219 pages, 
illustrated. Boston: Little, Brown and Company, 1954. Price 
$6.00. 


A Ciba Foundation Sympo- 


Manual of Proctology. By Emil Granet, M.D., Lecturer, Grad- 
uate School, Columbia University; Visiting Surgeon (Proctol- 
ogy), Sea View Hospital, and Associate Surgeon (Proctology), 
French Hospital, New York; Commander (MC) USNR. 346 
pages, illustrated. Chicago: The Year Book Publishers, Inc., 
1954. Price $7.50 


Social Science in Medicine. By Leo W. Simmons, Professor of 
Sociology, Yale University; and Harold G. Wolff, Professor of 
Medicine (Neurology) Cornell University Medical College. 254 
pages, illustrated. New York: Russell Sage Foundation, 1954. 
Price $3.50. 


Arvest of Bleeding. Physiology, Pharmacology, and Pathology. 
A Monograph in American Lectures in Physiology. By Jac- 
ques Roskam, M.D., Professor of Internal Medicine, University 
of Liege, Belgium. Edited by Robert F. Pitts, M.D., Ph.D., 
Professor of Physiology and Biophysics, Cornell University 
Medical College, New York. Publication Number 217, Amer- 
ican Lecture Series. 71 pages, illustrated. Springfield, Illi- 
neis: Charles C. Thomas, Publisher, 1954. Price $2.75. 


Muscular Contraction. A Monograph in The Bannerstone Di- 
vision of American Lectures in Biochemistry and Biophysics. 
By M. Dubuisson, Ph.D., Director, Laboratory of General 
Biology, University of Liege, Liege, Belgium. Edited by W. 
Bladergroen, IR. (DELFT), M.A., Ph.D., Sandoz Ltd., Basle, 
Switzerland. Publication Number 114, American Lecture Se- 
ries. 243 pages, illustrated. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1954. Price $6.50. 


The Laboratory Diagnosis of Leptospirosis. A Monograph in 
American Lectures in Tests and Techniques. y J. W. Wolff 
M.D., Professor of Tropical Hygiene, University of Wagenin- 
gen; Bacteriologist, Institute of Tropical Hygiene and Geo- 
graphical Pathology, Royal Tropical Institute, Amsterdam, The 
Netherlands. Edited by Gilbert Dalldorf, M.D., Director, Di- 
vision of Laboratories and Research, New York State Depart- 
ment of Health, Albany, New York. Publication Number 183, 
American Lecture Series. 99 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $3.75. 


Isotopic Tracers. A Theoretical and Practical Manual for 
Biological Students and Research Workers. By G. E. Francis, 
Reader in Biochemistry, St. Bartholomew's Hospital Medical 
College; W. Mulligan, Senior Lecturer in Biochemistry, Glas- 
gow University Veterinary School; and A. Wormall, Professor 
of Biochemistry, St. Bartholomew's Hospital Medical College. 
Foreword by G. Hevesy. 306 pages, illustrated. New York: 
John de Graff, Inc., (64 West 23rd Street) 1954. Price $7.00. 


The Anatomy of the Migratory Locust. By F. O. Albrecht. 
With a Foreword by J. W. Munro, C.B.E., D.S.C., Professor 
of Applied Entomology, Imperial College of "Science ‘and Tech- 
nology. 118 pages, illustrated. New York: John de Graff, 
Inc., (64 West 23rd Street) 1954. Price $6.00. 


Donovanosis. (Granuloma Inguinale, Granuloma Venereum) 
By R. V. Rajam, M.S., F.R.C.P., Director, Venereal Diseases 
Department, Government General Hospital, 
of Venereal Diseases, Madras Medical College, Madras; and 
P. N. Rangiah, M.D., Associate Professor of Venereal Diseases, 
Madras Medical College, Madras; Physician, Venereal Diseases 
Department, Government General Hospital, Madras. World 
Health Organization Monograph Series No. 24. 72 pages, il- 
lustrated. Geneva, Switzerland: World Health Organization, 
1954. Price $1.50. 


Madras Professo: 


The Optometrist’s Handbook of Eye Diseases. By Joseph I. 
Pascal, , M.A., O.D., M.D., Director of Eye Department, 
Stuyvesant Polyclinic; Associate Ophthalmologist, New York 
Polyclinic Medical School and Hospital; and Harold G. Noyes, 
A.B., A.M., M.D., Associate in Optometry, Columbia Uni- 
versity; 
Medical School and Hospital. 
The GC. V. Mosby Company, 


and Lecturer in Ophthalmology, New York Polytechnic 
300 pages, illustrated, St. 
Price $9.50. 
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Lectures on the Scientific Basis of 
British Postgraduate Medical 
pages, illustrated. London: 
John de Graff, Inc. 


Medicine, 1952-1953. 
Federation. Volume II, 
The Athlone Press; 
(64 West 23rd Street), 1954. 


By 
380 
or New York: 

Price $6.00. 


A Methodological, Psychiatric and Statistical Study of a Large 
Swedish Rural Population. By Tage Larsson and Torsten 
Sjorgren. From the Department of Psychiatry, Korolinski In- 
stitute Medical School, University of Stockholm, Stockholm. 
250 pages. Copenhagen: Ejnar Munksgaard (Norregade 6), 
1954. Price: 25 Swedish Crowns. 


Pearce Gould’s Elements of Surgical Diagnosis. Tenth Edition, 
revised by Sir Cecil Wakeley, Bt., K. LL.D., M.Ch., 
D.Sc., F.R.C.S., F.A.C.S., Fellow. of King’s. College, London: 
President of the Royal College of Surgeons; Senior Surgeon, 
King’s Collége Hospital; Consulting Surgeon to the Royal 
Navy; Hunterian Professor, Royal College of Surgeons of Eng- 
land. 586 pages, illustrated. New York: Paul B. Hoeber, Inc., 
aay Book Department of Harper and Brothers, 1954. 
rice $7.50. 


Stone in the Urinary i By H. P. Winsbury-White, M.B., 
Ch.B.Ed., F.R.C.S.Ed., R.C.S. Eng., Hunterian Professor 
1925 and 1933, Royal sales of Surgeons of England; Con- 
sulting Editor of the British Journal of Urology; Ex-president, 
Section of Urology, Royal Society of Medicine; Honorary 
Member of the American Urological Association. Second Edi- 
tion, 328 pages, illustrated. London: Butterworth & Co. 
(Publishers) Ltd.; or St. Louis: The C. V. Mosby Company, 
1954. Price $16.00. 


Southern Medical News 


ALABAMA 


Medical Association of the State of Alabama at its annual 
meeting installed Dr. Joseph M. Donald, Birmingham, presi- 
dent; and elected Dr. Frank L. Chenault, Decatur, president- 
elect; Dr. S. W. Windham, Dothan, Dr. T. J. Payne, Jr., 
Jasper, Dr. W. R. Carter, Repton, and Dr. Hugh E. Gray, 
Anniston, vice-presidents. Dr. Douglas L. Cannon, Mont- 
gomery, is secretary-treasurer; and W. A. Dozier, Jr., Mont- 
gomery, director of public relations. 

Alabama Heart Association has installed Dr. 
Block, Hartselle, president; and elected Dr. William J. At- 
kinson, Jr., Mobile, president-elect; and Drs. Harry Herndon, 
Florence, and Maxwell Moody, Jr., Tuscaloosa, new mem- 
bers of the executive board. 

Medical College of Alabama, Birmingham, has been awarded 
$8,250 by the Life Insurance Medical Research Fund, for re- 
search by Dr. Richard J. Bing on the contractile proteins of 
heart muscle. 

Dr. Louise Branscomb, Birmingham, left on June 30 for 
Vellore, India, where she will spend three months teaching 
gynecology. She will serve on the staff of the Christian Medi- 
cal College Hospital, an interdenominational, international 
hospital, supported by about 55 organizations. 

Dr. Marion H. Sims, Montgomery, was appointed recently 
to succeed his father, Dr. J. A. Sims, as health officer of Clay 
and Talladega counties, effective July 1. 

Dr. Thomas Fite Paine, Jr., a native of Aberdeen, Mississippi, 
and since 1953 associate professor of bacteriology and internal 
medicine, University of Michigan Medical School, Ann Arbor, 
has been appointed professor and chairman of the Department 
of Microbiology, Medical College of Alabama and School of 
Dentistry, Birmingham. 


William H. 


ARKANSAS 


Arkansas Medical Society at its annual meeting installed Dr. 
W. R. Brooksher, Fort Smith, president; and elected Dr. L. H 
McDaniel, Tyronza, president-elect; Dr. T. P. Foltz, Fort 
Smith, first vice-president; Dr. Eldon Fairley, Wilson, second 
vice-president; Dr. R. H. Whitehead, Sr., DeWitt, third vice- 
president; Dr. J. J. Monfort, Batesville, secretary; and Dr. 
Daniel H. Autry, Little Rock, treasurer. 

Dr. L. H. McDaniel, Tyronza, was clected chairman of the 
Section on General Practice of the American Medical Associa- 
tion at the annual meeting held in San Francisco in June. 

Dr. William King Jordan, University of Arkansas School of 
Medicine, Little Rock, has been awarded a $7,992 research 
grant by United Cerebral Palsy for the study of nucleic acid 
metabolism in growth and development of the central nervous 
system. 

Dr. F. Walter Carruthers, Little Rock, has been elected a 
director of the Mid-Central States Orthopedic Society. 
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Dr. George Mallory has moved his offices from Rose City 
to North Little Rock. . 

Dr. W. P. Barron, a native of Harrison, has returned there 
for the practice of pediatrics. 

Dr. Charles FE. Oates, Littke Rock, has been appointed a 
member of the Arkansas Basic Science Board. 


Dr. F. Walter Carruthers, Little Rock, recently attended 
meetings of the Royal College of Surgeons in London and 
the International Surgical Society in Paris. 

Drs. Art B. Martin and Louis Lambiotte, Fort Smith, have 
been elected associate fellows of the American College of 
Physicians. 

Arkansas Academy of General practice at its sixth annual 
meeting installed Dr. C. R. Ellis, Malvern, president; and 
elected Dr. Ben Saltzman, Mountain Home, president-elect; 
Dr. Wm. A. Snodgrass, Little Rock, first vice-president; Dr. 
Lamar McMillin, Litthe Rock, second vice-president; and Dr. 
Cc. C. Long, Ozark, secretary-treasurer. 


DISTRICT OF COLUMBIA 


Medical Society of the District of Columbia, at its annual 
business meeting held in May, elected Dr. William Ross Mor- 
ris, president-elect; Dr. Paul R. Wilner, first vice-president; 
Dr. Margaret M. Nicholson, second vice-president; and Drs. 
Heibert P. Ramsey, R. Lomax Wells and Karl C. Corley, 
members of the executive board. Dr. Preston A. McLendon, 
who has served as president-elect during the past year, took 
office as president on July 1, and Dr. Morris will be installed 
president on July 1, 1955. Other officers began their terms 
on July 1. Dr. Ramsey will serve four years on the execu- 
tive board. 


Medical Society of Saint Elizabeths Hospital (Washington) 
at its 17th annual meeting elected Dr. Jay L. Hoffman, presi- 
cent; Dr. Joseph Abrahams, vice-president; Dr. David W. 
Harris secretary-treasurer; and Drs. Norman Taub and Wil- 
liam L. Granatir, members of the executive committee. 

District of Columbia Tuberculosis Association at its 52nd 
annual meeting elected to the board of directors for a three- 
year term Drs. Frank S. Ashburn and Margaret M. Nicholson: 
and for a two-year term, Dr. I. Phillips Frohman. Dr. 
Lomax Wells was reelected president of the association at a 
recent board meeting. He and Dr. Howard M. Payne were 
reelected to the board of directors for a three-year term. 

Washington Medical and Surgical Society has elected Dr. 
Fmil J. C. Hildenbrand, president; Dr. Karl C. Corley, vice- 
president; Dr. J. Phelps Hand, Jr., secretary; and Dr. George 
W. Reeves, treasurer. 

Dr. Louis K. Alpert, Washington, succeeds Dr. John A. 
Reed as chairman of the Committee on Detection and Fdu- 
cation of the American Diabetes Association. 

Dr. James W. Watts, professor of neurological surgery, George 
Washington University School of Medicine, Washington, at- 
tended the Ninth Annual Congress of the International Col- 
lege of Surgeons in Sao Paulo, Brazil recently as a voting 
delegate, representing the United States Section of the College. 

Dr. Jonathan M. Williams, Washington, spent two weeks 
of April in the Dominican Republic, lecturing on neurology 
and neurosurgery before various doctors’ groups and medical 
students. 

American Association of Blood Banks will hold its 7th an- 
a meeting in Washington, Shoreham Hotel, September 


Dr. Winfred Overholser, Washington, who has been a 
member of the Medical Advisory Board of the American Le- 
gion since it was established in 1944, has been appointed 
chairman of the board. 


Dr. Robert FE. Bitner (Col., USA, Retired), Washington, has 
been appointed secretary of the Association of Military Sur- 
geons of the United States and editor of the Military Surgeon, 
the official publication of the association. : 


Dr. Bernard J. Walsh, past president of the Washington 
Heart Association and associate clinical professor of medicine, 
Georgetown University School of Medicine, Washington, has 
been elected to the Board of Directors of the American Heart 
Association for a three-year term. 


Dr. Oscar B. Hunter, Washington, retiring president of the 
Georgetown University Alurmni Association, was elected a 
member of the Board of Directors at a recent business meet- 
ing. 

Dr. Joseph M. O'Neill, Washington, has moved to Cali- 
fornia and is on the staff of the Kaiser Permanente Clinic, 
Los Angeles, as obstetrician and gynecologist. 

George Washington University School of Medicine, Wash- 
ington, has been awarded a $52,624 Public Health Service 
grant to be used for clinical and laboratory studies dealing 
with the development and use of new drugs for treating 
cancer, the emphasis being on lymphoma and leukemia at 
first, but gradually expanding to include other cancerous 
diseases. Dr. Louis K. Alpert, chief, medical services at Mount 
Alto Veterans Hospital, assumed clinical direction of the new 


SOUTHERN MEDICAL NEWS 807 


research program on July 1; and Dr. Paul K. Smith, pro- 
fessor of pharmacology at the school, is in charge of the 
pharmacological and chemical aspects of the program. 

Dr. Thomas F. Keliher, clinical associate professor of medi- 
cine, Georgetown University Medical Center, Washington, re- 
cently received the Bene Merenti medal, awarded annually 
in recognition of outstanding service to Georgetown. 

Georgetown University School of Medicine, Washington, has 
received a $3.348 grant from the American Urological Re- 
search Foundation, Inc., for study of the relation of the en- 
docrine system to renal calcification, under the direction of 
Dr. Roger Baker. This foundation was organized and _re- 
ceived its charter in April, 1952, and Dr. Thomas D. Moore, 
Memphis, Tennessee, is president. 

Dr. Henry van Zile Hyde, chief, Division of International 
Health, Public Health Service, U. S. Department of Health, 
Fducztion and Welfare, Washington, was elected chairman of 
the executive board of the World Health Organization at its 
14th session held in Geneva, Switzerland, in May. This board 
is a body of experts, serving three years, designated by 
countries, to give technical guidance to the organization. 


FLORIDA 


Dr. William C. Thomas, Sr., Gainesville, a past councilor 
for Florida of the Southern Medical Association, was hon- 
oved recently when presented a Certificate of Distinction by 
the president of the local Chamber of Commerce for his 
thirty vears of service to his community. 

Dr. Homer L. Pearson, Miami, who has been a member of 
the Judicial Council of the American Medical Association for 
several vears, was elected its chairman at the annual meeting 
in San Francisco in June. 

Dr. David Sloane, formerly of Orlando, has opened offices 
in Lakeland, practice limited to orthopedic surgery. 

Dr. Leroy H. Oetjen, Leesburg, has been elected president 
of the Leesburg Health Council. 

Dr. Irwin S. Leinbach, St. Petersburg, was a delegate from 
the United States Section of the International College of 
Surgeons at the All-European Congress in Torino, Italy, June 
1-3. 

Dr. Curtis D. Benton, Jr., Fort Lauderdale, has been elected 
president of the Northeast Florida Association for Mental 
Health. 


GEORGIA 


Medical Association of Georgia at its annual meeting in- 
stalled Dr. Peter B. Wright, Augusta, president; and elected 
Dr. H. Dawson Allen, Milledgeville, president-elect; Dr. Wil- 
lard R. Golsan, Macon, first vice-president: Dr. Milford B. 
Hatcher, Macon, second vice-president; and Dr. David 
Atlanta, secretary-treasurer. 


Dr. Daniel C. Elkin, Atlanta, was honored at the annual 
meeting of the Medical Association of Georgia when he re- 
ceived the Lamartine Griffin Hardman Award for ‘‘distin- 
guished service to the science of medicine and the medical 
profession of Georgia” and for “exceptional work in the field 
of vascular surgery.” 

Awards in the amount of $17,600 each by the Life In- 
surance Medical Research Fund have been received by Emory 
University School of Medicine, Emory University, for re- 
search by Dr. H. D. Bruner on lymph flow from the kidney; 
and Medical College of Georgia, Augusta, for research by 
Dr. W. F. Hamilton on blood pressure and blood flow. 


Laboratory Refresher Training Courses will be offered by 
the Communicable Disease Center, July 1954-June 1955. For 
information and application blanks write Laboratory ‘Train- 
ing Services, Communicable Disease Center, U. S. Public Health 
Service, P. O. Box 185, Chamblee, Georgia. 


Dr. H. D. Wycoff, assistant professor of oncology, Medi- 
cal College of Georgia, Augusta, has been awarded a research 
grant from the Department of Health, Fducation and Wel- 
fare, Public Health Service, National Institutes of Health. 
This grant will extend for one year and will enable Dr. Wy- 
coff to further his study of the Schwartzman phenomenon in 
tumors. 


Dr. Hoke Wammock, professor of oncology, Medical College 
of Georgia, Augusta, has been made a member of the Amer- 
ican Cancer Research Association and also given full mem- 
bership in the Georgia Chapter of Sigma Xi. 


Dr. Webster A. Sherrer, a resident in pathology, Medical 
College of Georgia, Augusta, received a grant from the Damon 
Runyon Memorial Fund for the study of “the synthesis of 
some phosphorus fractions in the particulate matter of normal 
and hepatoma-bearing rats.”” This grant was one of twenty- 
three fellowships awarded at eight institutions. 


Dr. Edgar Boling, Atlanta, announces the association of Dr. 
Henry Finch, practice limited to proctology. 
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Dr. John A. Falkner, Jr. and Dr. Charles Friedman, Au- 
gusta, have formed a partnership for the practice of orthopedic 
surgery. 

Dr. Harry B. O'Rear, professor of pediatrics and dean of 
faculty, Medical College of Georgia, Augusta, is the recipient 
of a grant from the Georgia Heart Association which will be 
used for continuance in the study of “action of sera from 
rheumatic fever patients on human connective tissue as dem- 
onstrated by histochemical techniques.” 

Dr. John Munn Heng, a graduate in the class of 1954 from 
the Medical College of Georgia, Augusta, has been awarded 
a $1,000 Mead Johnson General Practice Scholarship Award. 
When he completes his internship, he will receive this money 
in twelve equal payments during his one-year residency in 
general practice. 

Dr. Estelle Patillo Boynton, Atlanta, has reopened offices 
for the practice of psychiatry and neurology. 


Dr. Hubert U. King, Dalton, has been named Young Man 
of the Year in Dalton for 1953. He is Dalton-Whitfield 
County Commissioner of Health. 

Dr. Robert O. Lipe, Camilla, has accepted a position with 
the American Oil Company in Saudi, Arabia for two years. 

Dr. A. L. Morris, Fairburn, has been appointed to the 
board of directors of the South Fulton Cities Hospital Au- 
thority. 

Dr. G. H. Perrow, Jasper, has been selected Pickens Coun- 
ty’s Man of the Year for 1953. 

Association of Seaboard Air Line Railway Surgeons has 
named Dr. T. A. Peterson, Savannah, president-elect. Dr. J. 
W. Palmer, Ailey, is assistant chief surgeon for the association. 
; Central Georgia Hospital Service, Inc., at its annual meet- 
ing, reelected Dr. C. L. Ridley, Sr., Macon, president; and 
Dr. C. H. Richardson, Sr., vice-president. Directors to serve 
for this year are Drs. C. L. Ridley, George Y. Massenberg, 
J. D. Applewhite, C. H. Richardson, Sr., all of Macon; E. 
B. Claxton and A. T. Coleman, Dublin; and Frank P. 
Holder, Jr., and Harold W. Long, Eastman. 

Dr. Joe Sam Robinson, Atlanta, is associated in practice 
—_ Dr. Claud P. Cobb, Jr., and Dr. William Fedack, East 
*oint. 

Dr. Robert F. Sullivan, Savannah, has been elected secre- 
tary of the Southern Academy of Oral Surgery. 

Dr. Frank Vinson, Ft. Valley, is new chief of siaff of the 
Peach County Hospital, succeeding Dr. J. E. Haslam. Dr. 
Dan Nathan, Fort Valley, is new secretary of the staff. 


KENTUCKY 


Kentucky State Medical Association will hold its next an- 
nual meeting in Louisville, September 21-23, under the presi- 
dency of Dr. J. Duffy Hancock, Louisville. 

Kentucky Academy of General Practice has installed Dr. 
Garnett Sweeney, Liberty, president; and elected Dr. Burl 
Mack, Pee Wee Valley, president-elect; Dr. William E. Beck- 
nell, Manchester, vice-president; and Dr. D. G. Miller, secre- 
tary-treasurer, reelected. 


Dr. R. Arnold Griswold, Louisville, was elected president of 
the Kentucky Surgical Society at its recent annual meeting. 


Dr. Sam A. Overstreet, Louisville, is the Governor for Ken- 
tucky of the American College of Physicians succeeding Dr. 
J. Murray Kinsman, Louisville, who has been elected to the 
Board of Regents of the College. 


Dr. Clark Bailey, Harlan, was elected vice-president of the 
American Medical Association at its annual session in San 
Francisco in June. 


Dr. C. C. Howard, Glasgow, chairman of the board of 
trustees of the Kentucky Rural Medical Scholarship Fund, re- 
cently received an achievement citation for his outstanding 
work in medical rural service from Transylvania College at 
a_ Kentucky Day Dinner held in connection with the college's 
175th anniversary celebration. 


Dr. John J. Rolf, a general practitioner of Covington for 
24 years, was the recipient of the second E. M. Howard Award 
as the outstanding member of the Kentucky Academy of Gen- 
eral Practice at the Third Scientific Assembly held recently in 
Cincinnati, Ohio. 


Dr. Carlisle Morse, Louisville, had two honors bestowed 
upon him by the American Diabetes Association recently. He 
was appointed to serve as governor of the American Diabetes 
Association for the state of Kentucky; and he also accepted the 
office of vice-chairman of the Committee on Detection and 
Education of the American Diabetes Association for this year. 


Dr. ohn S. Llewellyn took office July 1 as president of 
the Ly uisville Heart Association, and Dr. Jack L. Chumlevy, 
associate scientific editor of the Journal of the Kentucky State 
Medical Association, was elected one of the directors. 


The Association of Ex-Residents, Fellows and Interns of 
the Louisville General Hospital and the University of Louis- 
ville School of Medicine was organized recently with Dr. D. P. 
Hall, president; Dr. Robert Alberhasky, vice-president; and 


SOUTHERN MEDICAL JOURNAL 


August 1954 


Dr. Sam Clark, secretary. Board of directors: Drs. Hugh Wil- 
lisms, Elliott Podoll, Oscar Hayes, Malcolm Barnes and James 
C. Drye. Those {interested in becoming a member, the past 
residents, fellows or interns in the Louisville General Hos- 
pital, may send name in full, year or years of service to Dr. 
Walter Coe, Louisville General Hospital, 323 East Chestnut 
Street, Louisville. 

University of Louisville announces new faculty appoint- 
ments: Dr. Ernest R. Seitz, assistant professor of radiology 
and Dr. Walden R. Smith, assistant professor of anesthesiology 
in the department of surgery. Three new sections in the de- 
partment of medicine have been established: cardiovascular 
diseases, with Dr. Herbert L. Clay, Jr., as chief; diseases of 
the chest, with Dr. Oscar O. Miller as chief; and gastroenter- 
ology, with Dr. Samuel A. Overstreet as chief. Dr. John P. 
Bell has been promoted from associate to assistant professor 
of psychiatry; Dr. Joe L. Lawson from instructor to assistant 
professor of medical psychology in the department of psy- 
chiatry; and Dr. Charles H. Crudden from instructor to as- 
sistant professor of psychiatry. 


LOUISIANA 


Louisiana State Medical Society at its 74th annual meeting 
installed Dr. Walter Moss, Lake Charles, president; and elect- 
ed Dr. Max M. Green, New Orleans, president-elect; Dr. 
Henry W. Jolly, Jr., Baton Rouge, first vice-president; Dr. 
George H. Hauser, second vice-president; and Dr. W. A. K. 
Seale, Sulphur, third vice-president. Dr. C. Grenes Cole, 
continues as secretary-treasurer. 

De Paul Hospital, New Orleans, formerly De Paul Sani- 
tarium, is the new name according to recent announcement 
of the Daughters of Charity of St. Vincent de Paul; the hos- 
pital is under their direction. 

Tulane University School of Medicine, New Orleans, has 
been awarded by the Life Insurance Medical Research Fund 
a $20,000 grant for research by Dr. Edwin D. Kilbourne on 
virus infections of the heart. 

The New Orleans Graduate Medical Assembly at its recent 
annual meeting installed Dr. Woodard D. Beacham, president; 
and elected Dr. Donovan C. Browne, president-elect; Dr. 
Charles L. Brown, first vice-president; Dr. James D. Rives, 
second vice-president; Dr. Willoughby E. Kittredge, third vice- 
president; Dr. Maurice E. St. Martin, secretary; and Dr. Jules 
Myron Davidson, treasurer. The next (18th) annual meeting 
will be held March 7-10, 1955. 

Dr. Rudolph Matas, professor emeritus of surgery, Tulane 
University School of Medicine, New Orleans, has been pre- 
sented a scroll by the American Society of Anesthesiologists 
and the American Board of Anesthesiology, honoring him for 
“many fundamental and most important contributions to the 
field of anesthesiology.” 

Louisiana Society of Anesthesiologists has elected Dr. Frank 
L. Faust, New Orleans, president; Dr, Francis X. LeTard, 
New Orleans, vice-president; and Dr. Richard H. Morris, 
Royville, secretary-treasurer. 

Dr. Russell L. Holman, professor and head, Department of 
Pathology, Louisiana State University School of Medicine, 
New Orleans, was elected president of the American Society 
for Experimental Pathology at the annual meeting of the Fed- 
cration of American Societies for Experimental Biology held 
recently in Atlantic City. 

Dr. Clyde Swartzwelder, professor of medical parasitology, 
Department of Microbiology, Louisiana State University School 
of Medicine, New Orleans, was elected first vice-president of 
the Southern Branch, American Public Health Association at 
its recent annual meeting held in St. Petersburg, Florida. The 
next annual meeting will be held in New Orleans in May 
1955. 

New Orleans Gynecological and Obstetrical Society has _in- 
stalled Dr. John Weed, president; and elected Dr. Abe Golden, 
president-elect; Dr. Isadore Dyer, vice-president; Dr. Abe 
Mickal, secretary; and Dr. James Ferguson, treasurer. 

Radiological Society of Louisiana has reelected Dr. Henry M. 
Duhe, president, and elected Dr. J. Theo. Brierre, secretary- 
treasurer, both of New Orleans. 

Dr. Joseph Cohen, New Orleans, was recently elected com- 
mander of the New Orleans Chapter, Military Order of the 
World Wars, and Dr. Percy L. Querens, New Orleans, senior 
vice-commander. 


MARYLAND 


Johns Hopkins University School of Medicine, Baltimore, 
has been awarded by the life insurance medical research fund 
a $16,500 grant, for research by Dr. Francis P. Chinard on 
capillary permeability; $10,230 for research by Dr. Richard 
S. Ross on blood volume in heart failure; and $16,500 for re- 
search by Dr. Samuel A. Talbot on the biophysics of ballisto- 
cardiographvy. 


Continued on page 36 
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Serpasil-Apresoline 


hydrochloride 


(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


“SUPPLIED: Serpasil-Apresoline 
each tablet containing 02 mg. of Biba 
and, 50 mg. of Apresoline 
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IN ARTHRITIS 
three jumps ahead... 


MASSIVE DOSAGE ee 
salicylate 
To obtain maximum results, dosage 
high salicylate blood levels are re- 

quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 


Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 

*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 


FORMULA 
Sodium Salicylate 5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 
dried 2 gt. (0.12 Gm.) 
Calcium Ascorbate 1 gr. (60 mg.) 


BRISTOL, TENN. 


(equivalent to 50 mg. Ascorbic 
Acid) 
Calcium Carbonate 1 gr. (60 mg.) 


| 
high 
blood levels 
maximum 
gastric 
tolerance 
e 


IN POISON IVY 


In contrast to customary measures, 
almost uniformly dependable 
improvement in poison ivy 
dermatitis is found when 
HP*ACTHAR Gel is used. 
HP*ACTHAR Gel is equally 

effective in dermatitis caused by 
poison oak. Suppression of the acute 
symptoms is gratifyingly quick and 
thorough, and the patient’s 
agonizing condition is dramatically 
changed into one of relief and 
well-being. 


Three days of treatment, implying 
a small total dose and economy, 
suffice as a rule. 


References: 1. Flood, J. H.: Bull. Guthrie 
Clinic 21: 3, 1951. 2. Gay, L. N., and 
Murgatroyd, G. W., Jr.: J. Allergy 23: 
215, 1952. 3. Falk, M. S., et al.: J. 
Invest. Dermat. 18: 307, 1952. 
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Dose} Days of | Improv 
(units) |Treatment| ment 
SEX ACTH 200 3 48 hr 
F 24 hrs. 125 3 48 hr 
M 48 hrs. l 60 2 24 
F 96 hrs. 200 3 2 
M | 72hrs. | 2 180 3 
M 5 days x 
nitial 
nprove- | Complete 
ment Relief Remar j 
48 hrs. | 96hrs. | Gay & 
48 hrs. | 96 hrs. Gay & 
A hrs. | 72 hrs. Gay & 
Bhrs. | 48hrs. | Falk, Allen 
3% days | & Benne 


ACTHAR 


TH PURIFIED 


MOUR UNIT 
PERCE. 
mane 
ACTHAR 
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Dr. Waldo B. Movers, Hyattsville, was recently elected a 
vice-president of the Marvland Medical and Chirurgical Faculty. 

Dr. John A. Trautman, Bethesda, has been appointed Medi- 
cal Officer in Charge of the Public Health Service Hospital, 
Fort Worth, Texas, a 1,000-bed institution. 

Dr. Donald W. Patrick, who has been Medical Officer in 
Charge of the Public Health Service Hospital, Baltimore, since 
1949, succeeds Dr. John A. Trautman as Director of the 
Clinical Center at the Public Health Service's National Insti- 
tutes of Health, Bethesda. 

Drs. George W. Corner, Jr., and George W. Anderson, Johns 
Hopkins University School of Medicine, Baltimore, are the 
recipients of a $9,807.48 research grant awarded by United 
Cerebral Palsy, for study of the chemical and physiologic en- 
vironment in fetal and neonatal anoxia correlated with the 
morphology of the brain. 


MISSISSIPPI 


Mississippi State Medical Association has installed Dr. H. 
McCall Cummings, Gulfport, president: and elected Dr. S. 
Lamar Bailey, Kosciusko, president-elect; Drs. O. E. Ringold, 
Cleveland, W. J. Slaughter, Meridian, and Frank Ramsay, 
Laurel, vice-presidents; and Dr. Geo. W. Twente, Jackson, 
secretary. Rowland B. Kennedy, Jackson, continues as ex- 
ccutive secretary. 

The Mississippi State Medical Association has moved its 
central office from the First Federal Building to 860 Milner 
Building, Jackson 

Dr. Louis F. Rittelmever, Jr., formerly of 
joined the staff of the University of Tennessee College of 
Medicine, Memphis, Tennessee, as assistant director of the 
general practice department. 


Dr. Willard H. Parsons, chief surgeon, Lutheran Hospital, 
Vicksburg, is one of ten surgeons in the United States who 
will be honored by the American Cancer Society this vear for 
outstanding work in the fight against cancer. He has served 
well as chairman of the state cancer chapter's committee on 
education, and as a member of the national committee. 

Drs. George Glaucus Armstrong, Houston, and Walter Pet- 
way Gray, Waynesboro, were honored recently with lifetime 


membership in the Fitty Year Club of the Mississippi State 
Medical Association. 


Lucedale, has 
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MISSOURI 


Kansas City Southwest Clinical Society Conference will meet 
in Kansas City, Municipal Auditorium, October 4-7. 

Missouri Academy of General Practice will meet at Jefferson 
City, Governor Hotel, October 27 and 28. 

Washington University School of Medicine, St. Louis, has 
been awarded grants by the Life Insurance Medical Research 
Fund: $11,000 for research by Dr. Robert F. Furchgott on the 
contractility. and metabolism of smooth muscle; $8,250 for 
research by Dr. Robert J. Glaser on streptococcal infections 
and their relation to rheumatic fever: $5,940 for research by 
Dr. Henry A. Schroeder on the influence of ischemia on the 
metabolism of amino acids; and $28,600 for research by Dr. 
W. Barry Wood, Jr., on the cellular physiology of acute in- 
flammation. 

Dr. Joseph E. Flynn, associate professor of pathology, Co- 
lumbia University College of Physicians and Surgeons, New 
York City, has been appointed professor of pathology, Uni- 
versity .of Missouri School of Medicine, effective July 


NORTH CAROLINA 


Duke University School of Medicine, Durham, has been 
awarded a $13,200 grant by the Life Insurance Medical Re- 
search Fund for research by Dr. Philip Handler on the pressor 
factor in urine and its relation to renal hypertension. 

University of North Carolina School of Medicine, Chapel 
Hill, has been awarded a $13,200 grant by the Life Insurance 
Medical Research Fund for research by Dr. A. T. Miller on 
the metabolic nature of obesity. 

Dr. Bavard Carter, Durham, professor of Obstetrics and 
Gynecology, Duke University School of Medicine has been made 
an honorary Fellow of the Society of Obstetricians and Gyne 
cologists of Canada. 


OKLAHOMA 
Oklahoma State Medical Association has installed Dr. Bruce 
Hinson, Enid, president; and elected Dr. R. Q. Goodwin, Ok- 
lahoma City, president-elect; Dr. C. M. Bassett, Cushing, vice- 


Continued on page 44 


SURGERY AND ALLIED SUBJECTS 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients pre-operatively and post-operatively and 
follow-up in the wards post-operatively. Pathology, 
radiology, physical medicine, anesthesia. Cadaver dem- 
onstrations in surgical anatomy, thoracic surgery, proc- 
tology, orthopedics. Operative surgery and operative 
gynecology on the cadaver; attendance at departmental 
and general conferences. 


EYE, EAR, NOSE and THROAT 


A three months’ combined full time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions; operative eve, ear, nose and throat on the 
cadaver; clinical and cadaver demonstrations in bron- 
choscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology pathology, bacteriology and 
embrvology; physiology; mneuro-anatomy; anesthesia; 
physical medicine; allergy; examination of patients pre- 
operatively and follow-up post-operatively in the wards 
and clinics; attendance at departmental and general 
conferences. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


RADIOLOGY 


A comprehensive review of the physics and higher math- 
ematics involved, film interpretation ,all standard gen- 
eral roentgen diagnostic procedures, methods of applica- 
tion and doses of radiation therapy, both X-ray and 
radium, standard and fluroscopic procedures. A review 
of dermatological lesions and tumors susceptible to 
roentgen therapy is given, together with methods and 
dosage calculation of treatments, special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchog- 
raphy with Lipiodol, uterosalpingography, visualization 
of cardiac chambers, perirenal insufflation and myel- 
ography. Discussions covering roentgen departmental 
management are also included; attendance at depart- 
mental and general conferences. 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the 
lesions encountered in the practice of surgery. These 
are illustrated with fresh material from the operating 
room, gross specimens from the museum and_ koda- 
chrome and micro-projected slides. The latest advances 
in blood grouping and transfusion reactions; didactic 
procedures, such as frozen sections, surgical biopsies, 
sponge biopsies, and aspiration of body fluid and 
secretions, are outlined. 


== 
a 


Vol. 47 No. 8 


SOUTHERN MEDICAL JOURNAL 


Gratifying relief from pain, frequency or urgency 


PYRIDIUN® 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes, PyRiDIUM provides a safe, 
local analgesic action that allays the harassing 
symptoms that accompany pyelonephritis, cysti- 
tis, prostatitis, and urethritis. 


Since PyripiuM is compatible with sulfona- 
mides and antibiotics, concomitant use with any 
of these agents affords both symptomatic relief 
and antibacterial action. 


SUPPLIED: 0.1 Gm. (114 gr.) tablets, in vials of 
12 and bottles of 50, 500, 1000. 

Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States, 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of MERCK & CO., INC, 
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to 
supplement 


encouragem ne 


a carefully formulated g me... sedative... anti- 
spasmodic—for effec U@@@RGR@E the pain and anxiety 
which frequently int With smooth recovery 


Each HASAMAL ta 


Phenobarbital.......... mg. ( gr.) 
(WARNING: May be habit-forming) : 

Acetylsalicylic Acid (Aspirin) . . . 162.5 mg: (24% gr.) 

Acetophenetidin.............. 162.5 mg. (249 ge) 

Hyoscine Hy drobromide..........:.. 0.0011 mg. 

Hy oscyamine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more potent measures... 


HASACODE: 


providing the actions of HasaMAL plus codeine. 
Available in two codeine strengths — !; gr. 
(HASACODE) and gr. (HASACODE “sTRONG’). 


—bhottles of 100, 500, and 
tablets; HASACODE and HASsACODE 
of 100° and 500. tablets. 


RLES C. HASKELL & CO., 
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Rauwidrine 


A NEW EXPERIENCE 


Ravwiriwe—a new experience in serenity 
and pleasant confidence for the depressed 
and melancholy, the dispirited and frus- 
trated patient. 


The contained Rauwiloid not only 
creates the feeling of serenity but also 
largely prevents the cardiac pounding, 
tremulousness and insomnia so often pro- 
duced by amphetamine alone—and without 
the use of barbiturates. 


In obesity, the appetite-suppressing effect 


of amphetamine can be maintained for long 
periods, and the feeling of deprivation is 
averted. 


Rauwidrine combines 1 mg. of Rauwiloid 
with 5 mg. of amphetamine in one slow-dis- 
solving tablet. 


For mood elevation, usual initial dosage, 
1 to 2 tablets before breakfast and lunch. 


For obesity, | or 2 tablets 30 to 60 min- 
utes before each meal. 


Physicians are invited to send for clinical test samples. 


LABORATORIES, INC. 
LOS ANGELES 48, CALIFORNIA 
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almost this quick... 


Erythrocin 


starts to dissolve 


filmtab ... for faster drug absorption 


Now, there’s no delayed action from an enteric coating. 
The new tissue-thin Filmtab coating (marketed only 
by Abbott) starts to disintegrate within 30 seconds 
after your patient swallows it—makes the antibi- 
otic available for immediate absorption. 


filmtab ... for earlier blood levels 


Because of the swift absorption, your patient gets 
high blood levels of ERYTHROCIN (Erythromycin 
Stearate, Abbott) in less than 2 hours—instead of 
4-6 hours as before. Peak concentration is reached 
within 4 hours, with significant concentrations last- 
ing for 8 hours. 


filmtab ...for your patients 


It’s easy on them. Compared with most other 
widely-used antibiotics, Filmtab ERYTHROCIN is less 
likely to alter normal intestinal flora. Prescribe 
Filmtab ERYTHROCIN for all susceptible coccie in- 
fections—especially when the organism is resis- 


tant to other antibiotics. Bottles 
of 25, 100 (100 and 200 mg.). Abbott 


*TM for Abbott's film sealed tablets, pat. applied for 
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a favorite 


prescription 


the year round 


to accelerate 


healing 


DESITIN 


the pioneer external cod liver oil therapy 


New impressive studies’ again confirm the clinical value?“ 
of Desitin Ointment to protect, soothe, facilitate healthy 
granulation, and speed healing even in stubborn skin con- 
ditions often resistant to other therapy. 

decubitus ) 


diaper rash e intertrigo 
non-specific dermatoses « perianal dermatitis 


Protective, soothing, healing, Desitin Ointment is a non-irritating, 
non-sensitizing blend of high grade Norwegian cod liver oil (with 
its unsaturated fatty acids and high potency vitamins A and D in 
proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 
and lanolin. Desitin Ointment does not liquefy at body temperature }"""" 
and is not decomposed or washed away by secretions, exudate, 
urine or excrements. Dressings easily applied and painlessly re- 
moved. Tubes of 1 0z., 2 oz., 4 oz., and 1 Ib. jars. 


samples andreprint?’ DESTTIN cuemicaL COMPANY 


on request 70 Ship Street, Providence 2, R. I. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 53:2233, 1953. 

2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. 

-. Behrman, H. a Combes, F. é. Bobroff, A., and Leviticus, R.: Ind. Med. & Surgery 18:512, 1949. 
4. Turell, R.: New York St. J. M. ’50:2282, 1950. 
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has two aspects 


psychic. 


relieves both aspects of pain 


physical— because it provides the combined 
analgesic effect of acetylsalicylic acid 
and phenacetin, potentiated by amobarbital, 


psychic—because it provides the mood- 
ameliorating effect of Dexamyl* (Dexedrinet 
and amobarbital). 


Formula: Each ‘Daprisal’ tablet contains ‘Dexedrine’ 
Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; 
amobarbital, 2 gr. (32 mg.); acetylsalicylic acid, 

2% gr (0.16 Gm.); phenacetin, 24 gr. (0.16 Gm.). 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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president; and Dr. Lewis J. Moorman, Oklahoma City, secre- 
tary-treasurer-editor, reelected. 

University of Oklahoma School of Medicine, Oklahoma City, 
has been awarded a renewal grant by Eli Lilly and Company 
supporting research on flavonoid compounds, under the di- 
rection of Dr. Simon H. Wender. 

Oklahoma State Dermatological Association has elected Dr. 
Hervey A. Foerster, Oklahoma City, president; Dr. William 
Dovle, Muskogee, vice-president; and William McCreight, Ok- 
lahoma City, secretary-treasurer. 

Dr. Malcolm E. Phelps, El Reno, has been made a member 
of the Oklahoma Crime Commission. 

Dr. Tom Hall Mitchell, Tulsa, has been appointed to serve 
as councilor for the Arkansas-Oklahoma district of the In- 
dustrial Medical Association 

Dr. I. N. Kolb, Blanchard, was honored recently by the 
people of Blanchard on the anniversary of his 48th year in 
the practice of medicine. 

Dr. L. J. Starry, Oklahoma City, has been reappointed 
chief of St. Anthony Hospital; and Dr. Grider Penick, vice- 
president. Dr. C. R. Rountree is secretary. 

Dr. Granville J. Womack has 
Heavener. 

The new privately owned Physicians and Surgeons Hospital 
has been opened in Holdenville. The staff includes Drs. 
V. W. Pryor, L. A. S. Johnston, H. V. Schaff, T. A. Trow 
and D. H. Cramblett. 


moved from Wister to 


SOUTH CAROLINA 


South Carolina Medical Association has installed Dr. Tom 
Gaines, Anderson, president; and elected Dr. O. B. Maver, 
Columbia, president-elect; Dr. J. C. Sease, Newberry, vice- 
president; and Dr. J. H. Stokes, Florence, treasurer, reelected. 
The 1955 meeting will be held in Charleston. 

South Carolina Surgical Society has elected Dr. W. C. Can- 
tev, Columbia, president; Dr. Edward F. Parker, Charleston, 
vice-president; and Dr. Robert J. Thomason, Greenville, sec- 
1etary-treasurer. 

South Carolina Society of Anesthesiologists has elected Dr. 
W. West Simmons, Greenville, president; Dr. John C. Doerr, 
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Charleston, vice-president; and Dr. boniface, 


Charleston, secretary-treasurer. 
Dr. A. T. Moore, Columbia, was the recipient of an Alumni 


Award of Merit at the Wofford College’s Centennial Con- 
vocation, 


Kenneth J. 


Dr. Robert Dennis Hill, Spartanburg, was honored recently 
when more than 500 persons assembled to pay tribute to him 
as Spartanburg County's Doctor of the Year for 1953. 

Dr. J. S. Ergas, a native of Chile, has assumed the superin- 
tendency of Cannon Memorial Hospital, Pickens. 

Dr. Phillips L. Bates has opened an_ office in Greenwood 
for the practice of urology, and he will be on the staff of 
Self Memorial Hospital. 

Dr. Ernest G. Edwards, formerly of Savannah, Georgia, has 
opened an office in Columbia for the practice of orthopedic 
surgery. 

Dr. W. K. Fishburne, Pinopolis, has practiced medicine 
fifty vears in Berkeley County. 


TENNESSEE 

Vanderbilt University School of Medicine, Nashville, has been 
awarded a grant by Eli Lilly and Company, continuing sup- 
port of a study of the mechanisms controlling lipemia, under 
the direction of Dr. Virgil S$. LeQuire, of the department of 
anatomy. 

Dr. Lester Van Middlesworth, associate professor of phy- 
siclogy, University of Tennessee Medical Units, Memphis, has 
been awarded $10,843 by the Atomic Energy Commission to 
study “Iodine Metabolism in Human Beings and Experimental 
Animals,’ with special relation to goiter and methods of pre- 
venting the condition. 

Dr. John C. Burch, professor of obstetrics and gynecology, 
Vanderbilt University School of Medicine, Nashville, when 
elected president of the Southern Surgical Association recently, 
was escorted to the chair by his father, Dr. Lucius EF. Burch, 
who was president of the association in 1929. 

Memphis Pediatric Society has elected Dr. Clifton W. Wool- 
ley, president; Dr. Steve H. Turnbull, vice-president; and 
Dr. Charles H. Householder, secretary-treasurer. 

Vanderbilt University School of Medicine, Nashville, has 
been awarded grants by the Life Insurance Medical Research 
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“A program of treatment 


for chronic ulcerative colitis... 
as described by Lester M. Morrison, M.D., Los Angeles’ 


...is based on the use of 1) azopyrine*, 2) ACTH or 
cortisone and 3) psychotherapy.” 


“Azopyrine* . . . has been effective in controlling the disease in approxi- 


mately two-thirds of patients who had previously failed to respond to 


standard colitis therapy currently in use.” 


1. Rev. Gastroenterology 20:744 (Oct.) 1953; abstract in J. A. M. A., 153:1580 (Dec. 26) 1953. 


literature on request from 


PHARMACIA LABORATORIES, Inc. 
Executive Offices: 270 Park Ave., New York 17, N. Y. © Sales Office: 300 First Street, N. E., Rochester, Minn. 


BRAND OF SALICYLAZOSULFAPYRIDINE 


> 


Vol. 47 No. 8 SOUTHERN MEDICAL. 


For bronchial asthma, hay fever : 
and other allergic conditions 


JOURNAL 


Searle Announces Hyadrine* 


I. EFFECTIVE: 
a. Formula is designed for maximal efficacy. 


b. Contains ingredients of established clinical d. 
value. 


hydramine. Central nervous stimulation fur- 
ther minimizes antihistamine side effects. 

Drugs in Hyadrine regarded as most effective 
in pollen hay fever accompanied by asthma. 


c. Provides wide range of usefulness. IV. RECOMMENDED DOSAGE: 


Il. INDICATIONS—SYMPTOMATIC RELIEF 


Adults: one or two Hyadrine tablets three 
or four times daily, depending upon indi- 


ee vidual requirements. 
b. Children: 50 to 100 pounds, one-half to one 
. . tablet every four hours; for children under 
c. allergic rhinitis g. atopic dermatitis 50 pounds reduce dosage accordingly 
with and without h. physical allergy , 
asthma i, eczematous V. PRECAUTIONS: 
d. drug reactions dermatitis a. Some few patients may experience drowsi- 


lil. RATIONALE: 

a. Diphenhydramine, Searle, 37.5 mg. Anti- 
histaminic of recognized high potency and 
extensive clinical background. b 

b. Aminophyllin, Searle, 150 mg. Widely used 
bronchial relaxant. Central nervous stimu- 
lating action offsets the soporific effect of 
diphenhydramine. 


ness from diphenydramine in spite of stim- 
ulation from Aminophyllin and racephed- 
rine. They should be warned against driving 
automobiles and similar pursuits. 


. Because of its racephedrine hydrochloride 


content, Hyadrine should be used with cau- 
tion in patients with hypertension, organic 
heart disease, thyrotoxicosis or diabetes 
mellitus. 


c. Racephedrine hydrochloride, 25 mg. Poten- G. D. Searle & Co., Research in the Service of 
tiates action of Aminophyllin and diphen- = Medicine. *Trademark of G. D. Searle & Co. 
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i] Is there an engineer in the waiting room? 


Dou, asa physician, are thoroughly 
trained and experienced in detecting the 
clinical conditions that affect your 
patients’ physical being. They depend on you completely for a 
knowledge and guidance not possessed by themselves. Conversely, do you not 
similarly look to professional men in other fields for aid when the need arises? 


For example, when there’s the question of quality in the consideration of a new piece 


of diagnostic equipment — such as an electrocardiograph — 
an engineer can tell better than anyone, sometimes with just a superficial examination, 
how well the instrument is designed and made. He notices such things 
as workmanship, the quality of materials, and the grade of the components. As an engineer 
he would be sure to see the value in unitized construction in the Viso-Cardiette — 
amplifier, control panel and recorder as three basic assemblies — 
and the advantages of inkless recording in true rectangular coordinates. 
He would remark about the minimum of moving parts, the ruggedness 
of construction, and the precision instrument quality 
of the purchased components. 


If you are trying to decide which electrocardiograph 
to buy, we invite this type of comparison 
between the Viso-Cardiette and any other 
instrument. To make such an examination 
of the Viso possible, you may have a Viso 
for a 15-day trial* without any 
obligation whatsoever. 


* 

This EXCLUSIVE plan 
places a Viso-Cardiette in 
your hands for 15 days. 
At the end of that trial aes > 
period, if you are not : 4 
completely satisfied with 
the instrument, you simply 
return it to us and that is J G NX 
alll You're under NO 
OBLIGATION. 


SANBORN Cambridge 39, Massachusetts 


COMPANY 
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PHOTCGRAPH BY CHARLES KERLEE 


Barefoot boys need 


CRYSTOIDS. 


ANTHELMINTIC 


A single dose of CrysToIDs usually eradi- 
cates hookworms, as well as roundworms 
and other intestinal parasites. CRYSTOIDS 
kill worms outright...do not require pro- 
longed dosage with possible toxic effects... 
assure rapid and uneventful elimination. 


Quick Information: CRysTOIDs are gelatin- 
coated pills containing ‘Caprokol’ hexylres- 
orcinol. They are available in single-treat- 
ment packages in 2 strengths: 0.2 Gm. and 
0.1 Gm. Administration and dosage are 
included with each package. 


“DOHME/ < 
DIVISION OF MERCK & CO., ine. 
— 
* ig 
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Fund: $8,250 for research by Dr. Elliot V. Newman on the 
use of the dye dilution principle for describing circulatory 
svrtems; $8,800 for research by Dr. Robert W. Quinn on the 
responses of rheumatic and non-rheumatic subjects to ante- 
genic stimuli; and $15,620 for research by Dr. John B. You- 
mans on cardiovascular and biochemical effects of long-term 
increased dietary salt. 

Dr. T. B. Yancey, Kingsport, has been appointed to the 
State Board of Medical Examiners. 

Dr. Henry B. Brackin, Jr., has joined his father, Dr. 
Henry B. Brackin, Sr., in the practice of neuropsychiatry in 
Nashville. 

Dr. W. A. Hensley, Cookeville, has been elected vice- 
president of the Tennessee Academy of General Practice; and 
Dr. Ogle Jones, Centerville, president-elect. 

Dr. Stewart Lawwill, Jr., Chattanooga, is associated in prac- 
tice with his father, Dr. Stewart Lawwill, Sr. 

Dr. Vanis Pennington has opened an office in Chattanooga 
for the practice of medicine. 

Dr. John W. Bradley, Chattanooga, has been elected a 
member of the board of directors of the American Pharma- 
ceutical Company. 


Texas Heart Association has installed Dr. George R. Herr- 
mann, Galveston, president; and elected Dr. Kleberg Eckhardt, 
Corpus Christi, president-elect; and Dr. George E. Clark, Jr., 
Austin, vice-president; and Dr. R. L. Thomas, Dallas, secre 
tary-treasurer. 

Dr. Bruce D. Fallis, instructor in physiology and biochemis 
try, University of Texas Medical Branch, Galveston, has been 
awarded the 1954 Sarah Mellon Scaife fellowship in pathology 
at the University of Pittsburgh. 


Dr. Harvey B. Snyder, Houston, has joined the medicai 
division of Humble Oil and Refining Company in Houston, 
as internist and diagnostician. 


Texas Academy of Internal Medicine has elected Dr. Martin 


S. Buehler, Dallas, president; Dr. Robert A. Hettig, Houston, 


vice-president; and Dr. George M. Jones, Dallas, treasurer. 
Dr. John A. Trautman, formerly director of the Clinical 
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Center at the Public Health Service's National Institutes of 
Health, Bethesda, Maryland, became Medical Officer in Charge 
of the 1000-bed Public Health Service Hospital at Fort Worth 
the latter part of June. 

Texas Air-Medics Association has installed Dr. John S. 
Minnett, Dallas, president; and elected Dr. W. A. Ostendorf, 
Fort Worth, president-elect; Dr. C. F. Miller, Waco, seceretary- 
treasurer; and Dr. W. D. Marrs, Fort Worth, new director. 

Texas Chapter, American College of Chest Physicians, has 
elected Dr. Howard EF. Smith, Austin, president; Dr. Samuel 
lopperman, Tyler, first vice-president; Dr. Walter C. Brown, 
Cerpus Christi, second vice-president; and Dr. John Wiggins, 
Fort Worth, secretary-treasurer. 

Texas Neuropsychiatric Association has elected Dr. Edgar S. 
Fzell, Fort Worth, president; Dr. Howard Burkett, Dallas, 
first vice-president; Dr. William B. Cline, Jr., Corpus Christi, 
second vice-president; and Dr. Bruce H. Beard, Fort Worth, 
secretary -treasurer. 

Texas Railway and Traumatic Surgeons has elected Dr. 
Raleigh R. White, Temple, president; Dr. Albert O. Single- 
ton, Jr., Galveston, first vice-president; Dr. J. H. Dorman, 
Dallas, second vice-president; and Dr. W. D. Marrs, Fort 
Worth, secretary-treasurer. 

Texas Orthopedic Association has elected Dr. Brandon Car- 
rell, Dallas, president; Dr. Duncan C. McKeever, Houston, 
vice-president; and Dr. Margaret Watkins, Dallas, secretary- 
treasurer. 

Texas Dermatological Society has elected Dr. Paul H. Power, 
Waco, president; Dr. William F. Spiller, Galveston, vice- 
president; and Dr. Thomas L. Shields, Fort Worth, secretary. 

Texas Diabetes Association has elected Dr. George M. Jones, 
Dallas, president; Dr. Lawrence B. Reppert, San Antonio, 
first vice-president; Dr. W. S. Barcus, Fort Worth, second vice- 
president; and Dr. Hugo Engelhardt, Houston,  secretary- 
treasurer. 

Texas Society of Anesthesiologists has installed Dr. Frank O. 
Barrett, El Paso, president; and elected Dr. Joe B. Wood, 
Dallas, president-elect; Dr. Charles R. Allen, Galveston, vice- 
president; and Dr. Milton Rosenzweig, San Antonio, secretary- 
treasurer. 

lexas Society of Gastroenterologists and Proctologists has 
elected Dr. Charles Hardwicke, Austin, president; Dr. Edward 
|. Lefeber, Galveston, first vice-president; Dr. Robert J. Rowe, 
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in any case of OBESITY 


with low-reserve thyroid. Mild thyroid deficiency “‘is 

a fairly common condition . . . characterized by weight 
gain, lassitude, brittle fingernails, coarse hair and .. . 
menstrual abnormality.’’! In this condition, accompanying 
thyroid medication may be of distinct help to the 

dietary regimen in reducing the patient.? 


Thyrar is prepared exclusively from beef sources and provides 
whole gland medication at its best. Superior uniformity 

is assured by chemical assay and biologic test. 

Supplied: Tablets of 2, 1 and 2 grains. Bottles of 100 and 1000. 
Standardized equivalent to thyroid U. S. P. 

1. Buxton, C. L., and Vann, F. H.: New England J. Med. 236: 536, 1948. 


2. Cushney, A. R.: Textbook of Pharmacology and Therapeutics, ed. 10, 
Philadelphia, Lea & Febiger, 1943, pp. 436-437. 


THE ARMOUR LABORATORIES 


DIVISION OF ARMOUR AND COMPANY 


CHICAGO 11, ILLINOIS 


® 
Neng! 
“SAA 


The Sympathetic Nervous 


System 


CEPHALIC, CERVICAL AND THORACIC PORTIONS 


1 19 
2 — 20 
y 
3 - 21 
4 1 22 
5 23 

6 24 
7 25 

9 WW = 27 
Cy 
10 28 

Gy 29 
13 31 

14 are \ ‘\ a 
15 {i 33 

16 34 
17 35 


1 Ciliary ganglion 

2 Sphenopalatine ganglion 

3 Lingual nerve 

4 Submandibular ganglion 

5 Internal carotid artery 

6 Common carotid artery: superior 
cardiac nerve 

7 Thyroid gland: recurrent 
laryngeal nerve 

8 Right vagus nerve 

9 Aortic arch 

10 Superficial cardiac plexus 

11 Fifth thoracic sympathetic 
ganglion 

12 Pulmonary artery and vein 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where AUREOMYCIN may prove useful. 


13 Seventh thoracic sympathetic 
ganglion 
14 Greater splanchnic nerve 


15 Intercostal artery, vein 
and nerve 


16 Tenth thoracic sympathetic 
ganglion 

17 Lesser splanchnic nerve 

18 Diaphragm 

19 Trigeminal nerve 

20 Otie ganglion 

21 Nodose ganglion 


22 Superior cervical sympathetic 
ganglion 
23 Cervical sympathetic trunk 


24 Middle cervical sympathetic 
ganglion 

25 Inferior cervical sympathetic 
ganglion 

26 Left vagus nerve 

27 Fourth thoracic sympathetic 
ganglion 

28 Cardiac ganglion 

29 Anterior pulmonary plexus 

30 Aortic plexus 

31 Esophageal plexus 

32 Esophagus 

33 Azygos vein 

34 Splanchnie ganglion 

35 Aorta 

36 Anterior gastric cord of vagus 
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HYDROCHLORIDE CHLORTETRACYCLINE HCl 


In Visceral Infections 


AUREOMYCIN has been widely employed 
and accepted in the treatment of infections of 
viscera and soft tissues. When the invading 
organism is susceptible to this antibiotic, 


prompt control of infection is the rule. 


Available in Oral and Parenteral 
Dosage Forms 


LEDERLE LABORATORIES DIVISION 
amerscan Cyanamid company 


LA 


Pearl River, New York 


*Trade-Mark 
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WARREN - TEED 


Relief and Repair in 


RHEUMATIC CONDITIONS 


Arthritis Sciatica  Neuritis Neuralgia Gout 


Glucuronolactone replacement therapy . . . counter- 
acts the degenerative influences of elevated serum 
hyaluronidase in rheumatic patients. 


Salrin . . . sodium-free salicylamide . . . does not 
metabolize to free salicylic acid . . . analgesic. 


Non-Toxic...no known contra- 
indications . . . well tolerated. 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 


Boog Po | 
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“Tin ea pedis —_ rised the largest 
group in the s...duration 
of treatment ~ ed from one week 
to two mo 24 


Asterol the condition healed completely; in 


Dihydrochloride 24 it improved strikingly, and in 
6 it failed to respond...no adverse 


ly eee 
5% tincture / Che reactions from applications 
in nt 


of Asterol dihydrochloride 
/0 
were observed.” 
Asterol®— brand of diamthazole H. G. Ravits, J. A. M. A., 148:1005, 1952. 


HOFFMANN-=LA ROCHE INC ¢ ROCHE PARK © NUTLEY 10 © NEW JERSEY 
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The Now 


% GROSS RACK-PACK— package containing one 
size of B-P RIB-BACK blades on three arms—24 
blades to the arm. This addition to the RACK-PACK 
family embodies the same convenience in use and blade 
protection as the one gross RACK-PACK . . . and is 
equally a “TIME and LABOR SAVER” for O. R. 


personnel, 


h serves as 
The Now STAND—whic 
ARM, RACK-PACK the B-P Blade 

rmanent equ? 
hospital 
han selection 


O. R. rec uirements for a large? 


Each RACK-PACK arm 
TAB which clearly iden- 
€ package—when in the 


quick easy identificati 
can be made in the OR. y ification of blades 


“harp Ask Your Dealer 


BARD-PARKER COMPANY, INC., Danbury, Connecticut, U.S.A. 
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VITA-FOOD 


BREWERS YEAST 


Vitamin co. 


“In the course of vitamin research it became 
apparent to clinical investigators that an uncom. 
plicated dietary deficiency (a particular disease 
as a result of failure to consume a_ particular 
vitamin) does not ordinarily occur, An indi- 
vidual consuming a self-selected diet deficient in 
thiamin is consuming a diet deficient in a num- 
ber of other factors as well. This is so because 
with few exceptions, vitamins, particularly those 
of the B group, generally occur together. For 
example, liver, heart and kidney are rich sources 
of many vitamins while polished rice is a poor 
source. As a result, if a patient suffering from 
beriberi were treated with thiamin the beriberi 
might be cleared up but he might then come 
down with pellagra. The administration of 
thiamin and nicotinic acid might not even then 
produce a well individual. Considerable em- 
phasis was therefore placed on the administration 
of ‘complete’ vitamin mixtures. While the wis- 
dom of giving a ‘complete’ vitamin mixture 
to one with a history of dietary deficiency o1 
with evidence of an increased requirement is not 
questioned, the logic behind such treatment is 
somewhat different. A person on a diet defi- 
cient in a number of factors is ‘just getting 
by.’ With the administration of a particular 
Vitamin, One restriction is overcome and metab- 
olism perhaps increases a bit. This requires the 
presence of increased amounts of the factor 
concerned with the next ‘weakest link’ and a 
second deficiency ensues. Well being can result 
only when all dietary essentials are present 
simultaneously. Actually the consumption of a 
particular vitamin does not induce a deficiency 
of a second. It merely unmasks the already 
existing requirement for the second. 

“This is not intended to imply that there are 
no metabolic interrelationships between the 
vitamins. The facts of the matter are quite the 
contrary.”* 

VITA-FOOD Genuine Brewers’ Yeast supplies 
the entire vitamin B factors complete in all 
parts and in balanced amounts. 

“Wright, L. D. “Significance of the Vitamins in 
Human Nutrition,” Agricultural and Food Chemistry, 
2:13, 1954. 


VITA-FOOD 


GENUINE 
BREWERS’ YEAST 


August 1954 


Continued from page 48 


Dallas, second vice-president; and Dr. William T. Arnold, 
Houston, secretary-treasurer. 

Baylor Medical Alumni Association has installed Dr. R. H. 
Harrison, Bryan, president; and elected Dr. C. C. Shotts, San 
Antonio, president-elect; Dr. Russell Deter, El Paso, first vice- 
president; Dr. J. C. Holsomback, Baytown, second  vice- 
president: and Dr. J. C. Haley, Houston, secretary-treasurer. 


VIRGINIA 


Dr. Herbert A. Porter, formerly of Boissevain, has located 
at Pocahontas for the practice of medicine. 

Dr. A. J. Mourot, Alexandria, recently attended the sec- 
tional meeting of the American College of Surgeons in Lon- 
don, the meeting of the International College of Surgeons 
in Paris, visited clinics in Dublin, Edinburgh and Rome and 
toured Switzerland and other places of interest in Italy and 
Scotland. 

Dr. R. Finley Gayle, Jr., Richmond, has been named 
president-clect of the American Psychiatric Association, 

Dr. James L. Hamner, Mannboro, has been elected presi- 
dent of the State Board of Health, to fill the vacancy caused 
by the death of Dr. William Tate Graham; and Dr. Samuel 
kent was clected vice-president. 

Dr. Rex Blankinship, Richmond, medical director of West- 
brook Sanitarium, was elected president of the National Asso 
ciation of Private Mental Hospitals at the recent meeting of 
the American Psychiatric Association held in St. Louis, Mis- 
scuri; and Dr. John R. Saunders, associate resident physician 
at Westbrook, was named secretary of the national assembly of 
district branches of the association. 

Dr. Carrington Williams, Richmond, has been elected first 
vice-president of the Association of Surgeons of the Southern 
Railway System. 

fhe Ennion G. Williams Hospital, the state’s new 450-bed 
Negro hospital under construction at the Medical College of 
Virginia, is named in honor of Virginia's first health officer, 
who served as health commissioner from 1908 until his death 
in 1931. The hospital will have 250 beds in the tuberculosis 
division, including a 50-bed surgical-diagnostic unit and 200 
beds in its general hospital division for medicine, pediatrics 
and psychiatry. 

Dr. John S. Thiemever, Jr., is associated with Drs. Duncan 
and Hollins, Norfolk, practice limited to orthopedic surgery. 

Dr. William T. Sanger, Ph.D., Richmond, has been elected 
second president emeritus of the National Society for Crippled 
Children and Adults. He was elected to this new honorary 
post by the unanimous vote of the Easter Seal Society’s Board 
of Trustees which met in Chicago recently. The first presi- 
dent emeritus was the late Col. Elbridge W. Palmer of Kings- 
port, Tennessee, who served as president for nine years until 
1949 

Dr. Franklin S. Kincheloe, Asheboro, North Carolina, has 
become a staff physician of the Richmond Health Department, 
with duties to be at Pine Camp Hospital and the Diagnostic 
Chest Clinic. 


WEST VIRGINIA 


West Virginia Chapter of the American College of Surgeons 
ut its recent annual meeting elected Dr. T. Kerr Laird, Mont- 
gumery, president; Dr. Francis L. Coffey, Huntington, vice- 
president; Dr. William EF. Gilmore, Parkersburg, secretarv- 
treasurer; and Drs. Hampton St. Clair, Bluefield, and Kenneth 
G. MacDonald and John C. Condry of Charleston, councilors. 

West Virginia Academy of Ophthalmology and Otolaryn- 
gology has installed Dr. Ben W. Bird, Jr., Princeton, presi- 
dent; and elected Dr. Henry C. Hays, Williamson, president- 
elect; Dr. Edwin O. Gates, Welch, vice-president; and reelected 
Di. Frederick C. Reel, Charieston, secretary-treasurer. 

West Virginia Chapter of the West Virginia Academy of 
Proctology has elected Dr. Newton D,. Priddy, Ravenswood, 
president; Dr. William Dewev Bourn, Barboursville, vice- 
president; and Dr. Julius L. Boiarsky, Charleston, secretary- 
treasurer. 

Dr. John D. H. Wilson, who has just completed a residency 
in radiology at Jefferson Hospital, Philadelphia, Pennsylvania, 
has located for the practice of radiology in Clarksburg and 
will be associated with his father, Dr. J. E. Wilson, with of- 
fices at St. Mary's Hospital. 

Dr. V. E. Holcombe, Charleston was recently elected vice- 
president general of the National Society for the Central Dis- 
trict, Sons of the American Revolution at the annual meeting 
held in Williamsburg, Virginia. 

Dr. George W. Hogshead, Nitro, has been released from 
military service and has resumed practice in Nitro. 

Dr. William C. Covey, Jr., Beckley, has been released from 
military service and has resumed the practice of obstetrics and 
gynecology at Beckley. 
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ONLY gentian violet treatment you can prescribe 


In Single-Dose Applicators 


antibiotic moniliasis’ 


diabetic vulvitis 
vaginal thrush” 


pregnancy moniliasis 


\D clinically 


: effective in the most resistant 


\ A / cases during the last trimester of pregnancy 


¥ 1. Editorial: J.A.M.A. 149:763 (June 21) 1952. 
Nd 2. Bernstine, J.B. and Rakoff, A.D. “Vaginal Infections, 
BF Infestations, and Discharges,” the Blakiston Co., Inc. 
<elo 1953, p. 271. 3. Combined Textbook of Obstetrics and 
ry Gynecology, Edited by Dugald Baird, 5th Ed., E. & S. 
© Livingstone Ltd., 1950. 4. Waters, E.G. and Wager, H.P.. 
American Jour. of Obstetrics & Gynecology, 60:885, 1950. 


AVAILABILITY: geatiayzel 12 single-dose plastic 


disposable applicators on prescription only. 
4 4 SAMPLES ON REQUEST 


estwood 
harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 
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ways 


to buy babys’ formula 


the 
Bremil 


LUT one product— 
containing all nutrients known to be 
essential for infant feeding, including ample 
“metered” multivitamins. Easy to use 


(needs only boiled water) — stable — and 
next to breast milk for uneventful feeding. 


@ minimizes the possibility of hyper- 
irritability caused by subclinical tetany 


@ minimizes the possibility of digestive 
upsets 


@ minimizes the possibility of excoriations 
caused by ammoniacal urine 


Available through all drug outlets in 
1-lb. tins. 


and either way—it costs about the same 


a BREMIL® formula costs no more than ordinary 
formulas requiring vitamin adjustment 


For samples and literature, write to: 
Fordens PRESCRIPTION PRODUCTS DIVISION @) 
® 350 Madison Avenue, New York 17 
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whole-root Raudixin: 


Safe, smooth, gradual 


not just one alkaloid, but all of them. 
Most of the clinical experience with 
rauwolfia has been with Raudixin. 


‘4 
=i reduction of blood pressure 
&. Raudixin is the most prescribed 
of rauwolfia preparations. It is powdered 
& whole root of Rauwolfia serpentina— 


Raudixin lowers blood pressure in gradual, 
moderate stages. “A sense of well-being, 
decrease in irritability, ‘improvement in 
personality’ and relief of headache, fatigue and 
dyspnea” are frequently described by patients.' 


Raudixin is base-line therapy. 

In mild or moderate cases it is usually 

effective alone; “...when rauwolfia is combined 
with other hypotensive agents, an additive 
hypotensive effect frequently is observed 

even in severe hypertension.” “It produces 

no serious side effects. It apparently 

does not cause tolerance.”' 50 and 100 mg. 
tablets, bottles of 100 and 1000. 


Raudixin alone and combined with other hypotensive agents 


Raudixin 
Raudixin and veratrum 
Raudixin, veratrum and hexamethonium 


DAYS 10 20 30 40 so 60 70 
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‘RAUDIXIN’® IS A TRADEMARK 
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doubt 
— 


With so many antibacterial drugs to 
choose from, you may wonder which one 

to prescribe, We believe you'll agree 
that most of them are rather good. 

Still, we hope you'll try Gantrisin 
*Roche'.,..because this single sulfona- 
mide is soluble in both acid and alka- 
line urine...because it has a wide anti- 
bacterial spectrum,...an impressive clini- 
cal background...and, above all, because 


it's so well tolerated by most patients. 


Gantrisin®-- brand of sulfisoxazole 
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There is a new form of synthetic 
narcotic analgesic... less likely 
to produce constipation than 
morphine... indicated for relief 


of severe or intractable pain -- 


LEVO-DROMORAN TARTRATE '"ROCHE', 


‘ 
iS 
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For Senile Psychoses 
DRUG SPECIALTIES, Inc. 


O. 830 
WINSTON-SALEM 1, N.C. 


Le ome 
wat 


Most of your demented patients with senile 
psychoses can be treated in their own homes 
and restored to good behavior and sociability. 


An authoritative 1953 article* reported the 
following benefits from treatment with a combi- 
nation of pentylenetetrazol and nicotinic acid: 
improved behavior 70%, better sociability 52%, 
ability to take care of one’s self without assistance 
48%, improved appearance and neatness 41%, 
greater alertness 38%, and improved memory 
and general activity 31%. 


NICOZOL Capsules contain pentylenetetrazol 
100 mg. and nicotinic acid 50 mg. Recommended 
dosage, 1 or 2 capsules t. i. d. NICOZOL Elixir 
contains pentylenetetrazol 200 mg. and nicotinic 
acid 100 mg. per teaspoonful (5 cc.). Recom- 
mended dosage, ¥2 to 1 teaspoonful t. i. d. 


Clinical studies show that NICOZOL is particu- 
larly effective for senile psychoses with symp- 
toms of memory defects, confusion, deterioration 
and abnormal behavior. 


NICOZOL capsules are available in bottles of 100-500 1000 
NICOZOL elixir in bottles of eight ounces, pints and gallons 


*Levy, S.: Journal of the American Medical Association, De- 
cember 5, 1953. 


MAIL COUPON TODAY 
For Free Nicozol 
Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem 1, N. C. 
Kindly send me professional sample of NICOZOL 
Capsules, also literature on NICOZOL for Senile 
Psychoses. 
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Here is the 
Clinically Tested 
Balanced Formula 
for Each 
Mudrane Tablet 
130 mg. (2 gr.) 
Ephedrine HCI. 16 mg. (Y% gr.) 
Phenobarbital . 21 mg. (% gr.) 
Warning: May be habit-forming 
Potassium lodide 195 mg. (3 gr.) 


Scored tablets in bottles 
of 36 and 100. 


Aminophylline 


Effective Dosage 


ADULT: One tablet of Midrane, 
with full glass of water, 3 or 4 
times daily. 


CHILDREN: tablet. 


A Few Precautions 
Midrane should be used cautiously 
in vascular, heart or thyroid disease. 
It should not be used in tuberculosis. 


improved 
treatment of 
bronchial asthma 
with 


Many investigators!: 5. ®.7.5 have reported on the 
value and importance of potassium iodide in re- 
lieving the distress of bronchial asthma by 
liquefying and promoting expectoration of the 
viscid mucus plugs that block the air passages. 
Now KI has been incorporated with a standard 
formula in the treatment of bronchial asthma to 
give you Mudrane. 


Send For Trial Supply 
of Mudrane and Note These Effects 


Midrane dilates the bronchioles with amino- 
phylline and ephedrine.!: 2.3.4 Mudrane liquefies 
mucus plugs with potassium iodide.!:*.°7.§ 
Mddrane calms the patient with a slight excess of 
phenobarbital.*: 4 
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ESTABLISHED 1911 


WESTBROOK SANATORIUM 


private psychiatric hospital em- Staff PAUL. M.D, 
ploying modern diagnostic and treat- 


REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Director 
JOHN R. SAUNDERS, M.D, 
sulin, psychotherapy, occupational and perictetcos 
recreational therapy—for nervous and ‘THOMAS F. COATES, M.D. 
mental disorders and problems of — ie 
R. H. CRYTZER, Administrator «ay 
addiction. 4 
‘+h 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 ra ‘ 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


HILL CREST SANITARIUM 
FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, over- 
looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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in hay-fever control... 


UP TO 24 HOURS 


PHENERGAN provides a duration of action unequaled 
by any other antihistamine.!.? In Silbert’s studies, 

one dose controlled allergy symptoms for as long as 
24 hours.! And PHENERGAN is prompt—usually 
acting within 30 minutes.! This is the clinical record 
—a record of therapeutic response in hay fever “‘far 
superior to... any other antihistaminic agent.”! High 
potency, low toxicity, superior therapeutic properties. 


1. Silbert, N.E.: Ann. Allergy /0:328 (May-June) 1952 
2. Peshkin, M.M., and others: Ann. Allergy 9:727 (Nov.-Dec.) 1951 


SUPPLIED: Tablets—12.5 mg. per tablet; bottles of 100 
Syrup—6.25 mg. per teaspoonful (5 cc.); bottles of 1 pint 


® 
P H E RGA N HYDROCHLORIDE 


Promethazine Hydrochloride 
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JOSIAH MACY, JR. FOUNDATION 


Announces three new books 


LIVER INJURY, Transactions of the Twelfth Conference. 
Edited by F. W. Hoffbauer, Associate Professor of Medicine, Uni- 
versity of Minnesota Medical School. $4.25. 


RENAL FU NCTION, Transactions of the Fifth Confer- 
ence. Edited by Stanley E. Bradley, Associate Professor of Medi- 

ine, Columbia University College of Physicians and Surgeons. 
Price to be announced. Available late in August 


SHOCK AND CIRCULATORY HOMEOSTASIS, 
Transactions of the Third Conference. Edited by Harold D. Green, Professor 

f Physiology and Pharmacology, Bowman Gray School of Medicine, Wake 
Forest College. $3.50. 


These verbatim transactions of multidiscipline conferences concerning research progress, new 


methods, and theories enable the reader to share the give and take of authoritative investigations 
and make stimulating and exciting reading. Much of the material is unobtainable elsewhere. 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
SALES OFFICE: P. O. BOX 575, PACKANACK LAKE, NEW JERSEY 
Please make checks payable to Josiah Macy, Jr. Foundation 


Browne-McHardy Clinic 


Internal Medicine and 
Gastroenterology 

Surgery 

Gynecology and Obstetrics 

Radiology—X-ray and 
Radium therapy 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 

Hotel facilities available 


3636 ST. CHARLES AVENUE 
Phone TYler 2376 . New Orleans, La. 
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CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emotion- 
ally disturbed patients 

Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin therapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 
patient 


The main building and hospital department of the Sanatorium is 
shown above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
cure of elderly people. 
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“taste-tested” blend of flavors carefully protected during manufacture ... no 


unpleasant aftertaste... readily accepted without coaxing. 
SUPCULT stably Outstanding stability 
is achieved by Mead’ specially developed solution. Poly-Vi-Sol and Tri-Vi-Sol 


do not require refrigeration... ne expiration dates on labels... they may be 


safely autoclaved with the formula, 


noe mixing necessary... calibrated droppers assure easy. accurate dosage. For 


infants, drop directly into the mouth. For children, measure into a spoon, 


Tri-Vi-Sol” supply crystalline vitamins in a completely hypoallergenic solution, 


Poly-Vi-Sol cua Tri-Vi-Sol 


Six essential vitamins for drop dosage Vitamins A, D and C for drop dosage 
Each 0.6 cc. supplies: Each 0.6 cc. supplies: 

Vitamin A 5000 units Vitamin A 5000 units 
Vitamin D 1000 units Vitamin D 1000 units 
Ascorbic acid 50 mg. Ascorbic acid 50 mg. 
Thiamine 1 mg. 

Riboflavin 0.8 mg. 

Niacinamide 6 mg. 


Available in 15 cc. and 50 cc. dropper bottles 


MEAD JOHNSON & COMPANY e EVANSVILLE, INDIANA, U. S. A. MEAD) 


your hay-fever patients will prefer 


CO-PYRONIL 


PYRROBUTAMINE COMPOUND, LILLY) 


to any other antihistaminic 


‘Co-Pyronil’ affords 
rapid relief 


—within fifteen to thirty minutes 
complete relief 
prolonged relief 

with fewer side-effects 


—rarely causes sedation, even on high dosage 


Maximur ration of Effect in 50 Percent of Guinea Pigs Subjected to a 


tamine Aerosol (Hours)* 


10 15 
PYRONIL 33 

PRODUCT A 3.5 

PRODUC! 8B 6.5 

PRODUCT C 4.1 

PRODUCT D Ba 


Dose: 1 or 2 pulvules every eight to twelve hours. 


NEW 


suspension CO-PYRONIL 


Taste-tested and approved by the Junior Taste Panel. 


Each teaspoonful of suspension is equivalent to 
half the formula contained in one Pulvule ‘Co-Pyronil.’ 


*Proc. Soc Exper. Biol & Med, 80.458, 1952. 


Ett AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
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Chloromycetin 


( Chloramphenicol, Parke-Davis ) 


in bacterial infections, CHLOROMYCETIN is frequently effective against strains 
of gram-positive and gram-negative organisms resistant to other antibiotic agents. 
Notable clinical results have been observed in typhoid fever, bacterial pneumonia, 


and serious bacterial disorders. 


in viral infections, marked clinical improvement, smooth convalescence, and an 
early return to normal activities may be anticipated following the administration 
of CHLOROMYCETIN. Striking clinical responses have been reported in viral pneu- 


monia, psittacosis, and certain other serious conditions caused by large viruses. 


in rickettsial infections, CHLOROMYCETIN often has a remarkable effect on 
the clinical course of the disease. Fever and toxemia associated with typhus, 
scrulh typhus, and Rocky Mountain spotted fever may be dramatically con- 


trolled within 48 hours. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other 
drugs, adequate blood studies should be made when the patient requires pro- 


longed or intermittent therapy. 
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